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THE IMPROVISED ARTIFICIAL DRUM AS AN AID TO 
HEARING. A STUDY OF CERTAIN PRINCIPLES 
INVOLVED. 

Dr. Puitie D. Kerrison, New York City. 

During the past few years I have devoted a certain amount of 
time to the study of certain phases of non-suppurative obstructive 
deafness, in the hope of reaching in my own work a more practical 
classification of cases. Naturally the ultimate purpose of such a 
study, to have any practical value, would be not a classification to fit 
a pet theory or even to accord better with older accepted theories, 
but a differentiation based on the results of rational experiments in 
treatment. The great need in otology today is for some practical 
system of tests enabling one to determine in what cases, if any, a 
really notable gain in hearing is possible, and the methods or meas- 
ures by which such results in selected cases may be obtained. 

The great difficulty in the study of deafness is the difficulty in the 
recognition and correct interpretation of the mechanical causes oper- 
ative in the different types. 

A class of cases which particularly lend themselves to a study of 
mechanical causes, and which incidentally may throw considerable 
light on the non-suppurative types of deafness, are those of impair- 
ment due to chronic middle ear suppuration, and this brief discus- 
sion will be limited to cases of this type. 

In any investigation of the whole broad subject, or problem, of 
the relief of deafness, not a little may be learned at least in a cor- 
roborative way of the mechanics of deafness by a closer study than 
is usually accorded them of the varying degrees of functional loss 


in the so-called suppurative residual cases, 7. ¢., cases in which a 
1 
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prolonged process of middle ear suppuration has run its course, 
leaving more or less extensive destruction of the drum membrane 
and quite often of the two larger ossicles. 

Before discussing the problem involved in these cases, it may be 
interesting to say a very brief preliminary word as to certain gen- 
eral and quite usual differences in the character of the deafness re- 
sulting from non-suppurative and suppurative lesions; or, in other 
words, between the deafness of so-called chronic catarrhal otitis 
media and of otosclerosis on the one hand and that of a destroyed 
drum membrane on the other. 

In chronic catarrhal otitis media and kindred lesions showing an 
intact drum membrane, the first demonstrable functional change is 
very slight loss of acuteness for the conversational voice and dimin- 
ished hearing distance for the watch or acoumeter. It is in my 
experience not very uncommon with these patients to find the ordi- 
nary watch heard but a few inches from the ear or only on contact, 
while musical tones are heard down to 26 double vibrations or even 
lower. As the lesion advances, perception of the lower tones re- 
cedes to 32, 36, 40, 48, 53, 60 d.v., etc. When tone perception is lost 
for notes under 53 or 60 d.v., the hearing for the conversational 
voice is already greatly impaired, and the deafness,—providing that 
both ears are equally involved—has already become a_ serious 
handicap. 

With any considerable destruction of the drum membrane, with 
or without partial destruction of the malleus, the first and most con- 
spicuous functional change is curtailment of the hearing range at the 
lower end of the musical scale. With a rather marked loss of hear- 
ing for the lower tones, the hearing for the watch and acoumeter is 
often surprisingly good ; and the hearing for the conversational voice 
is on the average distinctly better than is usually found in patients 
with an intact drum membrane showing a like lower tone limit. Sev- 
eral interesting and possibly useful deductions bearing on both types 
of cases might be drawn from these differences, which, however, 
cannot be discussed in this paper. 

To epitomize: In obstructive deafness coexisting with an intact 
drum membrane, the loss of acuteness for the conversational voice, 
watch and acoumeter is usually greater in proportion to the loss of 
hearing for the lower musical tones than in cases of deafness due 
to structural defects (loss of continuity) of the drum membrane. 


Central Perforations. By central perforation is meant, of course, 
a perforation within the membrana tensa, or one which does not at 
any point extend quite to its surrounding bony attachment. 
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Theoretically any perforation, or loss of continuity, in the drum 
membrane must cause impairment of hearing. Practically it may 
be so small or so placed as to cause no appreciable loss of function. 
So far as I have been able to discover, there is only one situation 
in which a small perforation, both in theory and practice, is without 
influence on hearing, viz., in Shrapnel’s membrane. ‘There are hun- 
dreds of individuals with perforations in this region who show no 
determinable auditory defect. 

The above exception being allowed for, we may say that any per- 
foration in the membrana tensa should affect the hearing inju- 
riously ; and that in general—i. e., other obstructive or compensatory 
conditions being eliminated—the loss of hearing varies, or rather 
increases, with the size of the perforation. That the functional loss 
varies also, or in any Jike ratio, with the position of the perforation, 
I have not been able to determine. Reference to the three accom- 
panying diagrams will illustrate roughly the types alluded to. 


Co 2 = 


One enieht expect that the per forations shown in Pathe 1 and 2, 
being in such close proximity to the principal lever of the ossicular 
chain (hammer handle), would cause far greater disturbance, or loss 
of hearing, than the perforation shown in No. 3, where the mem- 
brane on both sides of the malleus handle is intact. But I have 
found no evidence in the cases which I have tested that a perforation 
below the umbo (figure 3) does not, or may not, cause a loss of 
hearing quite equal to that produced by a perforation of equal size 
immediately in front of, or immediately behind, the hammer handle. 
Paradoxical as this may at first seem, it is a fact not very difficult 
to explain theoretically on purely physical grounds; for it is clear 
that with the condensation phase of each sound wave, part of its 
force is expended in raising the air pressure within the tympanic 
cavity, to this extent curtailing the vibratory excursions of that por- 
tion of the drum membrane which remains. It is clear, further, that 
this increase in air pressure within the tympanum must actually op- 
pose the inward excursions of the remaining membrane. There is 
also a third, and perhaps even more potent, factor in obstructing 
the transmission of sound in these cases,—i. e., the fact that sound 
waves, reaching the tympanic cavity and intratympanic structures 
through a perforation, impress simultaneously both the ossicular 
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chain, or what remains of it, and the membrane of the round win- 
dow, with consequent reduction of the compensatory movements of 
the latter structure. This, as I shall try to show later, is a factor 
which cannot be ignored in the practical consideration of these cases. 

Referring now to perforations nearly or immediately contiguous 
to the hammer handle (figures 1 and 2) it is an established fact in 
physics that the edges of a perforation in a stretched membrane will 
vibrate more vigorously in response to a current of air than the more 
distant or surrounding portions of that membrane. This fact, if we 
consider a sound wave as composed of alternate currents of air in 
opposite directions, is not without bearing on the very good hearing 
power occasionally met with in the case of perforations immediately 
in front of or behind the hammer handle, in which one edge of the 
perforation and one border of the hammer handle are nearly identi- 
cal in position. 

But cestral perforations, aside from what may be learned from 
them of the mechanics of sound transmission, are not of the type 
I wish to discuss here. 

Extensive Destruction of the Drum Membrane. We are all fa- 
miliar with the fact that in cases of extensive destruction of the 
membrana tensa, a bit of sterile cotton, flattened and cut into a 
disc-like shape, and applied against the perforation or against the 
tympanic structures presenting at the fundus of the canal, will often 
increase the hearing. Quite as often it is absolutely without influ- 
ence on the hearing. Why in certain cases it fails and in other 
apparently quite similar cases succeeds, is not always clear. Super- 
ficially one may say that when the cotton disc finds favorable contact 
with the ossicular chain or what remains of it,—e. g., hammer han- 
dle, long arm of incus or, these being destroyed, the head of the 
stapes 





the conduction of sound waves along the normal pathway 
is re-established or improved, with consequent improvement of hear- 
ing. Such superficial reasoning, while quite unassailable so far as it 
goes, adds nothing to our practical knowledge of the physics of sound 
transmission or obstruction or as to the differentiation of cases. 
Probably other important factors, accounting for either success or 
failure, have been overlooked. 

Theory of Functional Differences in Cases Apparently Presenting 
the Same Physical Defects. Let us imagine two ears, showing 
practical destruction of the membrana tensa, plus destruction of 
the malleus or at least of the hammer handle. In each the incudo- 
stapedial articulation is seen to be intact. Theoretically the hearing, 
or rather the degree of deafness, should be the same; but careful 
tests show that in one case, an Ingersoll watch is heard two inches 
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from the ear, while in the other it is heard 10, 20 or 30 inches. How 
may we account for the functional difference? If, as a working 
hypothesis, we assume quite arbitrarily that with a destroyed drum 
membrane and malleus and an intact incus and stapes, 10, 20 or 30 
inches is a fair hearing distance for an Ingersoll watch, how shall 
we account for the case in which it is heard but 2 inches or only on 
contact? Two theories at once present themselves.. We may say: 
(1) that in one case the remaining ossicles are normal in their joint 
structures and relations, easily movable, and hence quickly respon- 
sive to sound waves, while in the other the ossicular joint structures 
are bound by adhesions or ankylosed, and hence irresponsive to 
sound waves; or (2) that in the deafer ear, the ossicular contacts— 
incus with stapes and stapes with oval window margins—are nor- 
mal and mobile, but that the membrane of the round window is re- 
placed by masses of firm, unyielding connective tissue, and that the 
movements of the cochlear fluids are thereby blocked. But I want 
you to consider with me (3) yet a third theory which has seemed to 
me to throw light on certain cases which have been examined. Let 
us imagine a case in which the remnant of the ossicular chain and 
the membrane of. the round window are each fairly movable; but 
that their respective degrees of mobility have fallen into such a ratio 
as to leave both structures nearly or quite equally sensitive to the 
influence or impacts of sound waves; clearly they would nearly or 
quite neutralize each other. In other words, it is obvious that if 
sound waves impressed these compensatory structures with abso- 
lutely equal force, neither would move and hearing would cease. 

We must bear in mind that after destruction of the drum mem- 
brane the ossicular chain and the membrane of the round window 
are each exposed to the direct impact of sound waves. Under these 
conditions it is clearly essential, therefore, that the ossicular chain, 
or what remains of it, should respond much more readily to the con- 
densation phase of a sound wave than the round window membrane ; 
otherwise the compensatory function of the latter would be impaired 
or lost, with consequent reduction of hearing. Carrying this rea- 
soning a little further, it is obvious that whatever reduces the differ- 
ence between the respective degrees of mobility under the direct 
impact of sound waves, of the ossicular chain and of the round win- 
dow membrane must necessarily interfere with the movements of 
the cochlear fluids, and reduce the hearing power. I believe that 
this change in balance is a chief factor in the pronounced deafness 
of certain cases in which the drum membrane has been destroyed, 
and that in varying degrees it is a contributory factor in all such 
cases. 
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During the past two years I have experimented as opportunity 
and appropriate cases were at hand in an effort to isolate the region 
of the round window from the direct influence of sound waves. I 
shall not bore you with a list of tests “before and after.” Such 
detailed reports are often misleading and always wearisome; nor 
would the aggregate results, correctly stated, be particularly im- 
pressive. Instead I shall try to summarize my impressions based on 
a limited number of selected cases in which the results seemed suf- 
ficiently definite to be interesting. 

It will perhaps serve a double purpose to couple a description of 
the procedure with a brief account of the first case in which I tried 
it. Some two years ago a man appeared at the Manhattan Eye and 
Ear Clinic, with chronic suppurative otitis of both ears. The drum 
membrane in each ear was very extensively destroyed. The left ear 
was so profusely discharging as to be unavailable for any experi- 
mentation. In the right ear the discharge was less profuse. What 
he chiefly complained of was deafness so pronounced as to interfere 
with his ability to retain any position. Hearing tests, after both 
ears had been cleansed, showed disabling deafness. In his right 
(better) ear the hearing distance for a rather loud acoumeter was 
2 inches. A cotton disc carefully applied to the ossicular vestige 
gave little or no functional gain. I cut a slip of thin paper somewhat 
to the shape indicated in the accompanying diagram (Fig. 4). This 
was soaked in alcohol and placed against the postero-superior canal 
wall. With a tightly wound cotton applicator the paper was slid 
inward and downward to contact with the inner tympanic wall so 
as to pass over and approximately cover the region of the round 
window. The patient immediately remarked on the gain in hearing. 
He said in effect, “I can hear the friction of my foot against the 
floor, which I have not heard in a long time.” Retesting, I found 
his hearing for the acoumeter increased to 40 inches. This patient 
was an unfavorable subject for any efforts at permanent results 
owing to the amount of discharge; but the immediate result served 
to demonstrate a principle applicable to at least certain cases. 

In summarizing results, I may state that during the past two years 
I have tried this experiment in a considerable number of cases and 
with varying results. In some cases for reasons which could or 
could not be explained on theoretic grounds, it failed. For ex- 
ample, cases of deafness due to firm ankylosis of the stapes within 
the oval window are among those logically giving negative results. 
In some cases the functional gain was quite definite. In quite a 
number the improvement following the paper curtain alone was 
greater than could be obtained by the cotton or paper disc alone. 
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In some a combined method,—i. e., paper curtain to isolate the 
round window and a paper or cotton disc for contact with the ossic- 
ular vestige—gave results which seemingly could be obtained in no 
other way. 

In order to emphasize the fact that the purpose of this report is 
chiefly the light it may throw on the physics of deafness in these 
cases, and definitely to dissociate myself from the category of those 
who are bringing forward cure-alls for various types of deafness, 
I wish to state that many of the cases in which these observations 
were made, were, on account of the character of the lesion, amount 
of discharge, etc., quite beyond the possibility of permanent gain 
by these methods. 

As a particularly favorable subject for this experiment I would 
like to refer briefly but in some detail to one of my cases. This pa- 
tient, a woman over 60, living in another part of the state, made fre- 
quent short visits to New York for treatment and was under my 
care for a period of over two years. 

History: Chronic middle ear suppuration of both ears since child- 
hood. Hearing greatly impaired in both ears. Practical destruction 
of membrana tensa and hammer handle in both ears. Incuda- 
stapedial articulation could be made out in both ears. She had been 
under the care of various competent aurists who seem to have given 
their attention solely to the control of the discharge, irrigation in 
some form having always formed part of the treatment. There were 
no masses of granulation in either tympanum, but when first seen 
by me there was considerable discharge and the tympanic lining in 
each ear was intensely congested or inflamed. After cleansing the 
ears with cotton, alcohol, etc., I tested her hearing. Beyond saying 
that the hearing for the conversational voice was extremely poor, 
I shall give only the lower tone limits in which the variations at dif- 
ferent times were exceedingly interesting. 

At my first examination (June, 1920), with both ears in a state 
of intense congestion, the lower tone limits were: right ear, 64 
double vibrations ; left ear, 72 double vibrations. Treatment at first 
was considered solely with a view of controlling the discharge. 

In December, 1920, six months after my first examination, there 
was practically no discharge, both ears being as dry as mucosa-lined 
cavities could be. But with the cessation of congestion or inflamma- 
tion, the hearing had become worse. ‘Tuning fork tests now showed 
the lower tone limits to be 128 d.v. in the right ear and 85 d.v. in 
the left. I may say—and I am unable to explain these variations— 
that I have found by repeated tests that without mechanical aids, 
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1. €., cotton discs, etc., the lower tone limits vary between 107 or 
possibly 96 d.v. and 128 d.v. in the right ear and between 72 and 85 
d.v, in the left ear. By applying cotton drums or discs I can usually 
bring the lower tone limits down to about 80 double vibrations in 
the right and 72 d.v. in the left ear. By first isolating the round 
window region and then applying the cotton discs for better sound 
conduction to the stapedial foot-plate, I can always in this particular 
case get the tone limits in either ear down to or below 40 double 
vibrations, and with this increase in tone range her practical hearing, 
i. e., for conversational voice, is greatly increased. The technique 
of this procedure is by no means so simple or easy as this bare state- 
ment may seem to imply, it being a matter of very careful adjust- 
ment, the guide to correct position being, of course, one’s knowledge 
of tympanic anatomy in relation to sound conduction plus very fre- 
quent tests during their application. In this case I can obtain dis- 
tinctly greater improvement by the paper curtain alone than by a 
cotton or paper disc alone, the two combined giving the maximum 
results above noted. 

This case, be it confessed, is cited as a particularly interesting 
and instructive one, and not in any sense as an illustrative example 
of what may be accomplished by similar means in all cases of ap- 
parently similar lesions. 

In cases in which I have been able to demonstrate an appreciable 
gain in hearing by means of the paper curtain alone, the question 
whether, or to what extent, this improvement is due to a simple de- 
flection or focusing of sound waves upon the ossicular vestige and 
not to isolation of the round window, is of course open to debate. 
To me it seems altogether more logical to attribute any notable func- 
tional gain to the prevention of sound waves from reaching and im- 
pressing the ossicles and the membrane of the round window syn- 
chronously. 

Before leaving the subject, I wish to refer briefly to an experience 
I have occasionally had with patients of the class under discussion. 
Let us suppose a case of destroyed membrana tensa in which I have 
carefully tested the hearing and then, by isolating the round window 
region, obtained a certain definite degree of functional improve- 
ment. A week or two later, on removing the paper curtain, I find 
the hearing rather better than when first tested. This experience at 
first disturbed me by destroying my confidence in the accuracy of 
my first test. But as it is an experience which has recurred occa- 
sionally, I am asking myself if it may not be interpreted differently. 
Let us assume as a working hypothesis that in a given case I have 


improved the hearing—in however moderate a degree—by relieving 
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the damaged ossicular chain of the strain incident to a movable 
round window membrane under synchronous pressure by sound 
waves. Think for a moment. Have I not exercised the ossicles or 
ossicular joints by the most logical of methods,—by nature’s method, 
i. e., by permitting the remaining ossicle or ossicles to respond more 
easily to sound waves by reducing the resistance to be overcome? 
And is it unreasonable to assume that this in certain cases may result 
at least temporarily in a better performance of function, even after 
all artificial mechanical aids have been removed ? 

In conclusion: I hope that it has been made sufficiently clear—on 
the face of it—that this report is simply of a study of certain 
elements in sound transmission and of an important and neglected 
factor in certain cases of obstructive deafness. 

Naturally the paper slips or curtains vary considerably in size 
and shape in accordance with variations in the size and conforma- 
tion of the canals, size and position of the perforations and differ- 
ences in the anatomical and pathologic structures presenting. Who- 
ever expects to repeat these experiments in the case of the first 
patient, or even the first two or three patients presenting themselves, 
will quite possibly be disappointed. Naturally, cases of deafness 
depending chiefly on extreme ankylosis of the stapes may not be 
influenced by efforts to isolate the round window membrane. Time, 
much patience, some practice and a fairly large and varied series of 
cases are necessary to reach conclusions. Given these requirements, 
I believe that this very imperfect presentment of a neglected factor 
will throw light on certain cases, and provide means of helping 
materially a certain limited number of selected patients. 

For myself, the very considerable amount of time given to the 
study of these cases has been of advantage chiefly in enlarging and 
clarifying my view of the physics of sound transmission. Inciden- 
tally, also, it has stimulated and increased very greatly my interest 
in the study of all types of obstructive deafness, non-suppurative as 
well as suppurative. 

58 West 56th Street. 





A CASE OF TUBORRHEA OF THE RIGHT EAR, IM- 
PAIRED HEARING OF THE LEFT EAR AND POLY- 
ARTHRITIS DUE TO PURULENT SINUSITIS.* 

Dr. Geo. Wotr, New York. 

This case can be presented from several different angles and 
it is therefore difficult to properly designate it. There are 
several interesting and somewhat unusual features about this 
patient and it is on that account deemed worth reporting. 

F, F., age 10, female, was referred to me by Dr. Mendelsohn 
on September 1, 1921, with the following history: 

For the past four years, following a double paracentesis of 
the tympanic membranes, there has been a constant profuse 
discharge from the right ear and a progressively increasing 
deafness of the left ear. 

The family history is negative. 

She had pneumonia at the age of two, measles at four, diph- 
theria at five, and her tonsils and adenoids were removed at the 
age of eight. 

The present illness dates back to four years ago when the 
child came home from school complaining of a severe pain in 
her right ear. There was no pain in the left ear. An otologist 
was called in who incised the drums of both ears and kept the 
patient in bed for three months. There is some doubt as to 
whether there was any nasal discharge previous to the ear 
trouble. The right ear has since been discharging almost con- 
stantly and the hearing of the left ear is growing steadily worse. 
She has been, at various periods, under the care of competent 
otologists, but without perceptible improvement. The patient 
also has had severe attacks of arthralgia in several of her joints. 
Physical examination revealed the following positive findings : 

On inspection the child appeared to be somewhat overde- 
veloped, weighing 86 pounds, with a pale and clammy skin and 
a pale mucous membrane. She was listless and dull; when 
spoken to she aparently paid a great deal more attention to the 
lips than to the spoken voice—an evident indication of deaf- 
ness. Examination of the ears showed the right canal to be 
filled with a thick pus which, on being removed, showed the 
tympanum to have lost its normal landmarks, and to show a pin 








*Presented before the Section of Rhinology and Laryngolo of the New 
York Academy of Medicine, April 26, 1922. eee 
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point perforation at the posterior inferior quadrant. The left 
drum was fairly normal except for a rather pinkish color. There 
was no tenderness over either mastoid region, and the throat 
showed a considerable amount of pus in the rhino-pharynx. 

Nasal examination revealed the septum to be deviated to the 
left, the turbinates to be enlarged and hypertrophied and a great 
amount of thick mucopurulent discharge in the nares—so much 
so that about three or four drams was obtained by the aid of 
negative pressure. The mother was not aware of the child’s 
having nose trouble, except for the fact that she used six or 
seven handkerchiefs daily and that the pillow showed stains of 
nasal discharge each morning. She could not state when the 
nasal discharge began. 

Functional tests of the auditory apparatus gave the follow- 
ing results: 

Right Ear: Conversation 40 feet plus; whisper, 20 feet; hears 
C, fork. 

Left Ear: Conversation, 10 feet; whisper, none; hears C, only. 

Weber referred to left; Schwabach prolonged on left side; 
Rinne negative on same side; there was no spontaneous nystagmus. 
stagmus. 

The child was referred to Dr. Edwin A. Riesenfeld for a 
general examination, and the following was reported: 

“Moderate endocarditis, also a trace of albumen in urine 
30th of these are indicative of some chronic infection foci else- 
where (Rhino-phraynx?). Thorough removal of the source of 
infection will help to clear up these inflammatory end results. 

Radiographic examination by Dr. Charles Gottlieb, showing: 
“Very slight clouding of both antra. Mastoid cells on the 
right side are absent.” 

Wassermann by Dr. E. P. Bernstein was negative as was the 
Von Pirquet test. 

It seemed that we were dealing here with a sinus infection 
which was responsible for all the symptoms and signs, and 
treatment was therefore instituted towards that end. 

At the beginning the application of negative pressure followed 
the instillation of solution of argyrol, 25 per cent, into the nose 
twice daily, was resorted to. 

While this treatment had a very beneficial effect on the dis- 
charging ear and somewhat on the hearing of the other ear, the 
nasal discharge continued as profusely as ever. She was ad- 
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mitted, on November 1, 1921, to the Bronx Hospital and under 
general anesthesia both antra were opened intra-nasally and 
curetted. This operative procedure benefited her to the extent 
that the hearing in the left ear was improved. The only ex- 
planation that can be offered for this improvement is that the 
deafness was caused by the posterior tip of the inferior turbi- 
nate lodging against the Eustachian tube, and that the bone was 
infracted during the operation. A dry ear and satisfactory 
hearing resulted therefrom. However, at various times subse- 
quently the child had a few typical attacks of O. M. P. A. 
which ruptured spontaneously, discharging for a few days and 
then clearing up. These attacks followed either violent blowing 
of the nose, sneezing, or nasal douching with a Nichol’s Syphon. 

The articular complaints in the meantime were growing worse 
and she was again referred to Dr. Riesenfeld who reported, this 
time, the following: 

“The results obtained in F. F.’s case are quite remarkable. 
The pains in her limbs, the endocarditis which she shows, clear- 
ly indicate there must be some foci of infection. She shows 
distinct tenderness over both frontal sinuses. Although I 
realize these are but poorly developed at her age, nevertheless 
there must be a cell there that is involved as the tenderness is 
distinct and sharply localized. I am referring her back to you 
and advise local measures, plus vaccines. 

An autogenous vaccine was prepared by Dr. E. P. Bernstein 
containing Streptococcus Hemolyticus and Pneumococcus, Type 
4. Injections were started with one hundred million and 
gradually increased the dosage to one billion. The effect of 
the vaccine had a remarkable improvement on the rheumatic 
complaints, but the nasal discharge persisted as bad as ever. At 
this stage, the question of a radical sinus operation was ser- 
iously considered. This was deferred, however, on account of 
her age and because of the improvement of the systematic con- 
dition. 

*Recalling the excellent results of optochin (ethylhydrocuprein) 
when used in pneumococcus infection of the eye, it was considered 
advisable to try this drug; a 1 per cent solution was therefore in- 
stilled intranasally. After the use of this medication for three days, 
the effect was almost miraculous. The discharge ceased entirely 
and the nose has remained clean since. 


*Arthur J. Bedell, Jour. Amer. Med. Asso., October 2, 1920. 
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The present status of the patient shows her general physical 
condition to be remarkably improved. Her present weight is 
100 pounds, and her skin is rosy. She is much more alert and 
playful. The nares are almost free of mucopurulent secretion; 
the right ear has been dry for the past 3 or 4 months, and the 
hearin, in the left ear is only slightly below normal. 

Comment: From the results here obtained, the original diag- 
nosis seems to be quite correct. It is very likely the sinusitis 
anteceded the otitis. Optochin was so specific in its action 
that this valuable drug ought to receive further consideration 
in the practice of otolaryngology. 

815 Park Avenue. 


INDICATIONS AND CONTRA-INDICATIONS FOR THE 
SUBMUCOUS RESECTION OF THE NASAL SEPTUM. 
Dr. Joun N. HorrMANnN, Canton, Ohio. 

In the writer’s experience but few articles in rhinologic literature 
have been based upon the above subject. There is, interspersed 
among articles on the technical phase of septum surgery, sufficient 
data to answer the above questions ; it however is not in a form that 
is convenient for quick reference. To fill this need which is ele- 
mentary, but none the less real, the author has endeavored to present 
the following: 

It is the concensus of opinion that a submucous resection is usually 
indicated for one or both of two general causes which may or may 
not be combined in the same patient. 

1. For the drainage and ventilation of the nasal accessory sin- 
uses. 

2. For the relief of nasal stenosis and its attendant symptoms i. e. 
to restore the respiratory function of the nose. A supplementary 
cause, which will not be considered in detail is an external deformity 
of the nose in which a submucous resection is done as a preliminary 
to other surgical measures. 

Indication No. 1 in a general way implies a deflection or a thick- 
ening of the nasal septum in its middle and upper portion, which im- 
pinges upon the openings of the accesory sinuses into the nose. This 
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deflection alone does not constitute an indication for a submucous 
resection but only when combined with enough of the signs and 
symptoms of chronic nasal sinus infection to make an accurate diag- 
nosis. 

In this case it is to be performed as a relatively simple means of 
relieving the diseased sinuses or as a preliminary to more extensive 
sinus surgery. 

Making a diagnosis of chronic nasa] sinus infection is based upon 
a careful history of the patient’s nasal troubles—several careful 
rhinoscopic examinations, X-ray plates, and a general physical exam- 
ination. ‘The various symptoms of nasal sinus infection will not be 
detailed but emphasis is placed upon the fact that the systemic and 
reflex causes of nasal symptoms must not be overlooked. The diag- 
nosis of chronic sinus infection based upon one or two symptoms 
only is a mistake and should be always avoided. Before an operation 
is advised for doubtful cases several careful examinations should be 
made and very frequently the complaints can be relieved by simple 
measures. 

The influence of diseased sinuses upon the optic nerve must be 
considered here. Frequently sinus infections, purulent and non- 
purulent, will be found to have some harmful influence upon the 
patient’s visual field altho the patient may make no complaint of 
the same. ‘This does not apply to the frank conditions where visual 
acuity is markedly lowered but to those in which there is enlarge- 
ment of the blind spot or a central scotoma for colors. 

A submucous resection is the least amount of nasal surgery which 
is correctly indicated here if the septum is abnormal in the proper 
area and careful examination excludes other ocular pathology. 

In the first class of cases the difficult part is not to judge whether 
the septum is deformed but whether or not the deformity has a harm- 
ful effect upon the nasal sinuses. 

In the second class of cases the diagnosis of a deflected septum is 
made by ocular inspection. The deflection is frequently located in 
the anterior portion of the septum and not higher than opposite the 
middle turbinate. The symptoms, as mentioned before, are those of 
nasal stenosis and its consequences. A very serious consequence is 
the loss of the physiological function of the nasal respiratory mucosa. 
This, in turn, has a host of secondary symptoms which include 
chronic inflammatory conditions of the eustachian tubes and ears, 
the pharynx and larynx. Other consequences are loss of nasal 
resonance and of the sense of smell. General medicine must be kept 
in mind sufficiently to realize that pulmonary and myocardial con- 
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ditions and the anaemias may cause many of the above symptoms. 
Lues may at times simulate the septal deformities. 

One should ascertain the duration of the nasal symptoms as com- 
pared with the estimated duration of the deformity and a resulting 
discepancy must be considered in making the prognosis. Nasal 
respiratory mucosa will cease to function properly after a time and a 
technically perfect operation will not restore its function. In older 
patients especially the long continued presence of a deflected septum 
will cause pathological changes in, and loss of function by, the tur- 
binated bodies. As a result the nasal respiration will not be aided 
by operation. A common error is to attribute pharyngeal irritation 
and aural disturbances to an evident septal deflection. A careful 
search will often reveal the cause of the trouble as being diseased 
tonsils or impacted molars or hypertrophied tips of the inferior tur- 
binates. It is readily understood that septum surgery in these con- 
ditions will only be a disappointment. In all patients of this second 
class, the temperament must be considered and the nasal difficulties 
of the neurotic must not be placed upon a structural basis—the effect 
of habit must also be borne in mind. 


The submucous operation is contra-indicated as a general rule in: 


1. Children under the age of late puberty. 

2. Active luetics. 

3. Advanced general disease as pulmonary tuberculosis, and dia- 
betes. 


4. Persons with an unstable nervous system whose nasal symp- 
toms may have become a habit and who need mental training rather 
than operations. 

5. Patients who have a septal deflection and deafness in varying 
degrees which functional tests establish as being perception deafness. 

6. Bilateral atrophic conditions in the nose. 

%. Patients with lessened visual acuity just because there is a 
deflected septum. Careful tests should first be made in order to 
determine why visual acuity is lowered. 

8. Cases of irregular septums where there are no symptoms re- 
ferable to the nose. 


1001-2 Harter Bank Bldg. 








COMPLETE TRAUMATIC DESTRUCTION OF VESTIB- 
ULAR FUNCTION WITH UNUSUALLY SLIGHT 
COINCIDENT COCHLEAR INVOLVEMENT.* 

Dr. S. O. Fietps, Norfolk, Va. 

The present day tendency to question and to doubt time honored 
and long established theories and beliefs is as certainly an indication 
of our prevalent universal unrest and feverish quest for enduring 
principles that will promote confidence and tranquility again, as are 
such movements as Socialism, Communism, and what not, reflec- 
tions of our unsettled and uncertain times. In the light of recent 
experiences students have not hesitated to apply new interpretations 
to much that was formerly acepted as gospel because brought for- 
ward by men who were apparently beyond the reach of successful 
controversy. The late war did much from the viewpoint of the 
medical observer to show on what irrational bases we had built 
many of our fondest doctrines, and the otologist, like his brothers, 
found himself suddenly put in a position where he had to begin a 
revision of many apparent truths which he had formerly taken for 
granted. Only with the passage of time, when men have had suf- 
ficient opportunity to check up and weigh the vast array of data 
which they gathered as a result of their war experiences will we 

have reason for believing ourselves on firm ground again? 

From the point of view of the otologist the most interesting 
problems furnished for investigation and speculation by the recent 
war are probably those having to deal with aural affections and 
their relationship to aerial concussion and to direct cranial injury. 
These problems, although a vast amount of effort and energy have 
been expended in the attempt at their final solution are still far 
from a definite setlement, and until they are solved one can well 
appreciate on just how uncertain ground we stand with relation 
to similar problems encountered in civil practice. 

In the history of the problem of traumatic labyrinthine affections 
we have seen many transitions, and much that we were wont to 
accept at face value now appears in an entirely new light. For- 
merly we regarded as the essential difference between aural lesions 
resulting from concussion and those resulting from direct injury 
the fact that there was no bloody or serous discharge in the former. 
The difference is now well established to be that lesions resulting 


from aerial concussion are rarely characterized by absolute and 
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permanent deafness and that there is only exceptionally an involve- 
ment of the vestibular aparatus, while lesions resulting from direct 
insult show in addition to pronounced cochlear manifestations a 
coincident affection of the vestibular structure. 

Again, we were formerly taught that the rupture of the tympani 
membrane which not infrequently occurred in these cases repre- 
sented an indication of the fact that the injury was one fraught 
with extreme danger. But in cases studied during the world war 
(this fact having also been ascertained by certain observers even 
before then) it was found that the cases exhibiting ruptured drum 
membranes as the result of severe concussion recovered with less 
damage to the internal ear than did the cases which showed no 
rupture of that structure. This circumstance is easily explainable 
perhaps on the theory that where the drum is ruptured a certain 
portion of the force of the traumatizing medium is absorbed by that 
structure, and so the inner ear is spared by just that much. 

Regarding the pathologic features of both concussion injuries 
and direct injuries we see reflected the same uncertainty and inde- 
cision which characterize the entire subject. This state of uncer- 
tainty is perhaps excusable when there is taken into consideration 
the fact that there has been little opportunity naturally to verify 
clinical diagnosis by pathologic examinations. In the matter of the 
lesions accompanying concussion injuries we feel that we stand 
on firmer ground, as a result of animal experimentation. Several 
observers (notably Castex and Prenant) as a result of their experi- 
ments upon animals have obtained fairly typical and characteristic 
pathologic lesions after prolonged aerial concussion. The changes 
noted were many: Atrophy and destruction of Corti’s organ ; atrophy 
of the cells of the spiral ganglion; dislocation of the scala media; 
transudation and minute hemorrhages in the scale tympani; non 
involvement of the vestibular apparatus; occasionally, destructive 
changes in the fibres of the cochlear nerve. 

When it comes to the pathology of lesions arising from direct 
injury we encounter in still more marked form a variety of opinions. 
Some observers hold that there are minute fractures of the capsule 
of the labyrinth, either direct or else by extension, these small frac- 
tures producing the manifestations met with. Other observers hold 
that the violent molecular vibration and commotion resulting from 
direct injury are responsible for the symptomatology exhibited. 
Others hold that ruptures of the minute vessels of the labyrinth 
or lacerations of the nerve endings are responsible. All observers 
hold however that in these aural lesions resulting from direct injury 
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disturbances of hearing are always more marked than disturbances 
of equilibrium. 

As an exception to the rule that the disturbances seen in the 
vestibular apparatus as a result of direct injury are always decidedly 
less marked than the cochlear manifestations (where both coexist ) 
the writer wishes to present the following case. 

Geo. C., age 23 years, laborer, colored, referred by Dr. Elliott, 
of Portsmouth, to whose kindness and courtesy I am indebted for 
the opportunity of studying this case. About three weeks ago (Feb. 
11) he was struck on the side of the head with a heavy hammer 
and remained unconscious for about three hours, the blow falling 
on the region of the right mastoid and auricle. He states that 
there was no discharge or hemorrhage from the ear following the 
accident. He was forced to stay in bed for two weeks and came 
out of the house only a day ago, his enforced rest being due to the 
fact that he experienced such severe vertigo when he attempted to 
sit up, this vertigo being even more annoying when he turned his 
head quickly. He states that the onset of his vertigo was just after 
regaining consciousness, and that it has persisted ever since, show- 
ing very little improvement. He is very often annoyed by objects 
seeming to revolve around him, but he has been unable to analyze the 
direction of the seeming rotation. He also suffers from a slight 
amount of “dull hearing for whispered speech” and a moderate 
amount of tinnitus, this last symptom though not at all marked 
causing him a great deal of worry about his condition. 

Past Medical History: Negative save for some venereal sores 
on his penis about three years ago which were diagnosed as “chan- 
cres. 

Family History: Nothing of relevance to our present purpose 
save that he claims his brother is very deaf in both ears from 
working in a very noisy mill. 

Examination: General Physical Examination, negative. Urine, 
normal. Blood pressure, normal. Blood Wasserman, negative. 
Left nostril normal, but the right shows marked hypertrophy of the 
inferior turbinate. Throat shows no departure from the. normal. 

Left ear shows no departure from normal either on otoscopic or 
functional examination. 

Right Ear: The auricle especially in the upper part shows 
slight swelling and scarring, the marks of a traumatic perichon- 
dritis or chondritis. ‘The region of the mastoid shows a scar from 
the head of the hammer, but no irregularity or crepitus is noted 
to indicate fracture, and the X-ray also gives negative results. The 
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external auditory canal contains within its depths a small hardened 
blood clot and when this is removed a normal drum is seen, ex- 
hibiting no signs of injury or rupture. Reflex normal. Motility 
of the drum and ossicles normal. Eustachian tube patent. Hear- 
ing for moderate conversation tones 22 feet, and moderately low 
whisper (s-sounds, e. g., 16, 66) 12 feet. Rinné positive, C fork 
being heard 10 seconds aerially and 6 seconds by mastoid. Weber 
referred to the left ear. Gelle showed diminished tone perception 
with condensation of air. Hearing by bone conduction (C fork) 
as compared with the examiner’s diminished ( 8.) The lower 
tone limit is found normal, the clamped fork of 26 d. v. being 
distinctly heard. C, fork heard aerially for 5 seconds only. 

When standing with his eyes closed he feels as though he would 
fall to the right. When walking there is a suspicion of staggering 
to the rnght. No Romberg. No spontaneous nystagmus. 

Rotation to right, head horizontal, nystagmus to left lasting 30 
seconds. 

Rotation to left, head horizontal, short weak nystagmus to right 
lasting 6 seconds. 

Caloric reaction (hot water), right ear, negative after 10 minutes. 

Caloric reaction (hot water), left ear, nystagmus to left after 1-2 
minute lasting 1 1-2 minutes. Dizziness is also produced when the 
left ear is irrigated, the patient tending to sway to the right. 

Past pointing test is not at all satisfactory, yet each time it 
seems there is a tendency to overpoint to the right, especially after 
irrigation. 

The patient was seen at three day intervals for purposes of ob- 
servation, and nothing was done in the way of treatment save 
for the advice to remain quietly at home until he had learned to 
compensate for his disturbed vestibular function. Functional tests 
were made each time the patient was seen and there never was any 
departure on the part of the vestibular records from the original 
findings. The cochlear apparatus exhibited an almost imperceptible 
improvement until the date of the patient’s last visit, Apr. 13, when 
the following manifestations of auditory gain were demonstrable: 
Hearing with C fork aerially now 15 seconds instead of 10 as 
formerly ; by mastoid, 10 seconds instead of 6 as formerly ; hearing 
by bone conduction as compared with the examiner’s diminished 
still (only —4 now instead of —8 as formerly) ; C, heard 10 seconds 
instead of 5 as originally, and heard more distinctly besides ; hear- 
ing for moderately low whisper now 17 feet instead of 12 as on 
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first examination. At this time his vertigo had diminished to such 
an extent that he decided to return to his employment, for to use 
his own words “his swimming in the head was getting better by 
the minute.” 

This case typifies then in our opinion an exception to the uni- 
versal rule that in lesions of the labyrinth resulting from direct 
injuries the cochlear portion is affected always to a much greater 
extent than the static portion. It is beyond question that the hear- 
ing in this case was much less involved either immediately following 
the accident or at a later period of time than we should have had 
reason to expect when the gravity of the lesion in the vestibular 
portion (complete and permanent abolition of function) is con- 
sidered. Clearly the traumatic factor expended the major portion 
of its influence on the static portion of the labyrinth, and the coch- 
lear portion was implicated to only a very slight extent, as indicated 
by the moderate amount of auditory involvement and its progres- 
sive improvement. 

To enter into a discussion of the pathology underlying the selec- 
tive action seen in this case would lead us far afield into the realm 
of unprofitable conjecture. It is better simply to set down the facts 
as we found them without confusing the issues involved by the in- 
jection of more theories which would but add to the general inde- 
cision and uncertainty. 


The case will be kept under regular observation and any further 
developments will be reported. 
Attecks Bldg. 
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SOME CLINICAL OBSERVATIONS ON THE CORRREC- 
TION OF EXTERNAL DEFORMITIES OF THE 
NOSE BY THE INTRANASAL ROUTE—WITH 
LANTERN DEMONSTRATION .* 

Dr. Hucn B. BLACKWELL, New York. 

The external nasal deformities which we have endeavored to 
correct may be divided roughly into the folowing classes: the con- 
cave and convex deformities, lateral displacements, the long nose 
and different combinations of these classes. 

The first, or conclave variety, are all on the minus side. The 
bridge of the nose is always more or less depressed or sunken, the 
most marked of this kind is known as the saddle back nose, usually 
resulting from syphilis, but sometimes caused by trauma. For its 
correction we resort to rib and cartilaginous grafts; we usually se- 
lect the eighth rib and resect a complete section slightly more than 
two inches long at the cartilaginous anterior end. This piece of 
mixed bone and cartilage is split laterally from side to side and 
end to end; an intranasal incision is now made in the vestibule of 
the nose at the muco-cutaneous margin just to one side of the sep- 
tum and near the tip, the soft parts overlying the anterior edge of 
the septum and the depressed region are elevated up to and just 
above -the junction of the nasal with the frontal bone. During this 
procedure we take care only to create sufficient space for the re- 
ception of the graft, as by so doing it is held more securely in po 
sition when introduced and its ready displacement prevented. In 
placing the graft in position the smooth curved external surface 
of the rib is directed against the under surface of the skin and the 
rough cancellous surface is allowed to rest on the underlying hard 
structure, the upper and osseous end of the graft being in contact 
with the lower end of the frontal bone, the lower end of the gisft, 
consisting mostly of cartilage, extends almost to the tip of the nose. 
By using a curved section of the rib and introducing it in the man- 
ner described with the curve directed upward and outward it is 
believed that we succeed in more materially correcting the deform- 
ity than when a straight piece of bone graft is used, such as one 
taken from the tibia. We do not believe that the presence of 
periosteum on the graft is necessary for its success: our resections 
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have always been done near the anterior end of the rib so that one 
end of the graft will consist partly of cartilage. The depressions 
of the profile of the nose which are found between the lower end 
of the nasal bone and the tip of the nose are usually of a lesser 
degree, they are perhaps not so unsightly as the saddle back de- 
formity nor do they require such an extensive graft for its cor- 
rection, they usually follow traumatism or abscess of the septum 
but may follow a submucous resection where insufficient carti- 
laginous support has been left for the bridge of the nose. Perfor- 
ating ulcers of the septum are sometimes a cause. This variety is 
much more frequently seen than the saddle back deformity and 
for its relief cartilaginous grafts seem to give the best results. A 
freshly removed nasal spur with its attached mucous membrane 





1. Patient L. T.—Patient fell 12 years previous to operation, resulting 
in nasal occlusion and conclave deformity. 


2. L. T.—Submucous and cartilage graft. 





and perichondrium sometimes serve the purpose well when avail- 
able or cartilage taken from the septum itself following a submucous 
operation may be used: a sufficient supply of cartilage may always 
be easily secured from the anterior rib margin. We would condemn 
the indiscriminate use of the middle turbinate bone for the purpose 
of grafting unless its removal was indicater for some other reason 
and some reason which would not militate against its use. While 
it is better for the graft to consist of one piece, yet this is not 
absolutely necessary. The intranasal incision in these cases is 
usually a small one and is made low down in the anterior wall of 
the vestibule of the nose just to one side of the junction of the 
septum with the lateral wall and of course below the depression, the 
tissues elevated over the point of the depression and the graft or 
grafts introduced through the incision. In cases where several 
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small pieces of graft have been introduced it is sometimes necesary 
for the operator to mold them in position by light pressure with his 
fingers externally over the depressed bridge of the nose. Prior to 
introduction it is usually necesary that all graft should be properly 
shaped, measurements are made of the affected area and the graft 
cut to fit accordingly. 

The convex deformities of the nose are on the plus side and 
consist of an excess of tissue along its profile. The disfigurement 
may consist of an evenly rounded convexity resulting in an abnor- 
mally large or beak like nose or only a sharp hump may be present, 
these humps are usually found at the lower end of the nasal bone. 
This class of malformations are most amenable to surgical measures 
and some of the most striking examples of facial improvement in 





1. Patient J. F.—Congenital deformity. 
2. J. F.—Convexity removed and nasal tip raised. 


facial appearance are observed following operations for their relief. 
An intra-nasal incision is made below the deformity in the soft 
parts, just to one side of the junction of the septum with the lateral 
wall of the nose: the soft parts including the periosteum are ele- 
vated to a point considerably above the deformity and well down on 
either side of the nose; the hump or convexity is now removed 
subperiostially by means of a strong pair of biting forceps and rasp 
used alternately, inserting them through the incision. It is surpris- 
ing to note the readiness with which these unsightly disfigurements 
are corrected by the intelligent use of the rasp and biting forceps, 
it may be necessary in some cases where one has removed a con- 
siderable portion of each nasal bone to infract the remainder on 
either side so as to retain contact between the nasal bone and the 
septum, thereby preserving the sharpness of the profile. 
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The lateral displacements of the nose are those in which that 
organ is bent or twisted sharply to either side. They are fre- 
quently associated with a marked deflection of the nasal septum. 
In such cases it is necessary first to perform a submucous resection 
for the purpose of establishing free breathing. These deformities 
have usually been produced by some violent force applied to the 
side of the nose. We have endeavored to correct the condition by 
the use of a similar but regular force applied in the opposite di- 
rection to the blow which originally produced the displacement. In 
correcting this condition it is usually necessary to refracture the na- 
sal processes of the superior maxillae and separate the attachments 
of the nasal to the frontal bones. It may be accomplished in the fol- 
lowing manner : a folded towel is placed over the deflected side of the 





1. Patient M. H.—Long nose with hump, congenital. 
2. M. H.—Nose shortened and hump removed; note the apparent 
ening of upper lip. 


length- 


lateral aspect of the nose, over this is placed a small block of wood 
which fits snugly over that entire side, we have used for this purpose 
the end of an ordinary nail brush. The patient’s head is held off the 
_table and the operator with an ordinary mallet strikes the opposite 
end of the wooden block several sharp blows, the direction of force 
should of course be against that which caused the original dis- 
placement, this is usually sufficient to mobilize the nose. In some 
instances it is necessary, however, to fracture the nasal processes by 
means of a pair of strong forceps, one prong of which is inserted 
into the nose and applied to the internal aspect, the other prong 
being applied externally, the result is then readily acomplished by 
means of a gentle rocking motion. 


Long noses or those with a low tip or cases where the septal 


cartilage is abnormally lowered with a corresponding elevation of 
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the lateral alar cartilage permitting a wide exposure of the internal 
wall of the nasal vestibule and resulting in a somewhat repugnant 
expression are corrected in this manner; all of the soft tissues of 
the nasal partition which are below the cartilaginous septum are 
completely separated from its inferior edge by means of a through 
and through incision beginning at the mental process of the superior 
maxilla and extending outward to the tip of the nose. Through a 
second incision made low down in the muco-cutaneous margin of 
the vestibule we now freely elevate sub-cutaneously all of the soft 
parts lying over the bridge and the lateral aspects of the nose. 
When we wish to merely elevate the tip of the nose which would in 
effect shorten that structure it is necessary to remove a triangular 





1. Patient M. A.—Lateral deformity caused by traumatism received ten 
years previous to operation. 


2. M. A.—Operation nasal processes of superior maxilla refractured 
also nasal bones; deformity then corrected. This picture was taken the 
day after operation and is interesting, as it shows the small amount of 
local reaction in the soft tissues. 


wedge shaped piece of cartilage together with its perichondrium 
and mucous membrane from the lower edge of the nasal septum: 
the base of this triangle should be located at the nasal tip and its 
apex pointed toward the mental process of the superior maxillae. 
The width of the base of this triangle which we remove depends 
upon the degree of deformity present, it is the index of the degree 
showing the extent to which the nose will be shortened at the con- 
conclusion of the operation, the longer the nose the more cartilage 
is removed at the tip. We now unite by through and through 
sutures the new lower edge of the cartilaginous septum with the 
soft septal tissues lying immediately underneath. The previous 
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elevation of the soft tissues over the nose permits the redundant 
skin to slide upward and laterally without undue wrinkling. 

It frequently happens that we encounter cases which do not 
belong exclusively to one of the groups mentioned, in such instancse 
the deformity may be a combination one partaking of two or more 
groups. A two or three stage operation may be necesary for their 
relief and while no hard or fast rule can be laid down in these 
instances we believe in a general way the surgical principles which 
we have followed remain sound. 

CONCLUSIONS. 

We do not believe in performing any of the operations for trivial 
or purely racial reasons. Nearly all of the cases were complicated 
by the presence of aural or nasal trouble and in comparatively few 
were any of the operations performed for purely cosmetic pur- 
poses. Most of the cases were markedly benefited as the result 
of the improved intra-nasal condition, this is especially true of the 
lateral deformities and those with dropped nasal tips, which con- 
ditions caused nasal occlusion and difficulty in breathing. We have 
never used paraffin. Infection was present in two cases which we 
succeeded in readily draining intra-nasally without resorting to an 
outside incision. General anaesthesia was mostly employed. All 
of the grafts were auto-bone or auto-cartillaginous. At the con- 
clusion of the operation plain vaseline is applied freely to the skin, 
covering the nose and face and in addition in the cases of convex 
deformities and lateral displacements a thin wet pad of boric acid 
gauze or cotton is allowed to rest over the patient’s nose for the 
first twenty-four or forty-eight hours. In conclusion we wish to 
say that the worse the appearance prior to operation the better 
should be the subsequent results. 

148 West 58th Street. 











GENERALIZED CLONIC SPASMS, HEMI-PARESIS AND 
COMA. THE RESULT OF A LATERAL 


SINUS THROMBOSIS. 
Dr. SAMUEL SALINGER, Chicago, IIL. 

The following case is submitted in detail because of the difficul- 
ties in the diagnosis, the lack of a complete history at the time of 
admission and the unexpected operative findings in view of the 
pre-operative objective symptoms. 

J. C., a nine-year-old boy of Irish descent, was admitted to the 
hospital on February 25, 1921, at 11:40 A. M. At this time he 
was in deep coma from which he could not be aroused and in 
which state he had been for at least two hours. The only history 
obtainable was that the boy had arisen that morning to prepare 
for school, had gone to the bath room and was found there two 
hours later, unconscious and in convulsions. Examination at the 
time of admission revealed the following: 

General: Deep coma; pulse, 138 (irregular) ; temperature, 98 F.; 
respirations, 20, irregular and jerky; blood pressure, S. 124, D. 60; 
pulse, 64 (taken on right arm in the lying position). 

Head and Neck: face, left side flushed, right side pale; eyes de- 
viated to the right, pupils dilated and frozen; a hippus was present ; 
no choked disc; ears, right drum red, bulging and perforated, dis- 
charging pus under pulsation; lips, twitching; 
rigid, post-cervical glands on right side palpable. 

Extremities and Reflexes: Flaccid paralysis of left upper and 
lower limbs. 


neck, moderately 


Reflexes Right Left Reflexes Right Left 
Pupils to light 0 0 Oppenheim 0 0 
Biceps - + Chattuck 0 
Triceps — + Ankle clonus 0 0 
Abdominal 0 0 Tache cerebrale oh a 
Cremasteric 0 0 Kernig 0 0 
Patellar a + Lasegue 0 0 
Ankle + + Brudzinski 0 0 
Babinski 0 0 


Laboratory Findings: Leukocyte count, 27,300. Spinal fluid: 
Increased pressure, clear color, 25 cells per c.mm. (polymorph.), 
Ross Jones and Nonne negative. Smears of aural discharge re- 
vealed gram-positive diplocci. No urine could be obtained. Blood 
culture and Wassermann negative. 

With these findings the case was transferred from the medical 
to the Ear, Nose and Throat ward with the diagnosis of brain ab- 
scess. At 1:05 P. M., Feb. 25, 1921, one of our neurologists saw 


27 





x5 SALINGER: LATERAL SINUS THROMBOSIS. 


the case and suggested the diagnosis of encephalitis hemmorrhagica 
and advised: operation in view of the possibility of an intracranial 
complication of the existing otitis media. At 2 P. M., the patient 
began to develop generalized clonic spasms, more marked on the 
right side, although the left side participated. Left arm move- 
ments occurred only when the spasms were severe, but for the 
most part the left side seemed flaccid. The eyes were generally 
turned to the right, but occasionally shifted to the left. Respiration 
was spasmodic and interrupted as if the diafragm were involved. 
The neck was not markedly rigid. Kernig was absent; Babinski 
and Oppenheim positive on both sides. 

The operation was undertaken at once. Under general anesthesia 
(very little ether was needed) a simple mastoid was performed 
and a normal mastoid, antrum and tegmen discovered. The bone 
overlying the lateral sinus was uncovered, revealing a perisinus 
abscess and a marked phlebitis. The sinus was then exposed from 
the bulb to beyond the knee and found covered with granulations. 
The walls were apparently thickened and of a pale yellowish color. 
The sinus wall was covered with granulations. On opening the 
sinus a thin clot was discovered, but for the most part the vessel 
lumen was obliterated by an extraordinary thickening of its walls 
up to 3 or 4 mm. The intima was smooth and glistening. Free 
bleeding was not obtained from the proximal end until the sinus 
had been exposed and explored as far as the torcular and at the 
distal end it appeared that the vessel was obstructed beyond the 
bulb. The dura posterior to the sinus was incised and a small 
amount of sero-sanguinous fluid evacuated. Owing to the poor 
general condition of the patient the jugular ligation was postponed. 

When the patient came out of the anesthetic he seemed to be con- 
scious, but was very restless and complained of photophobia. ‘The 
spasms and paresis seemed to have disappeared completely. 

At this time the following additional history was obtained: The 
boy had had a right. sided otitis media at the age of five. About two 
months ago he seemed ill, becoming pale and run down and showing 
a discharge from the right ear, but continued going to school until 
the teacher sent him home. ‘The discharge ceased in two weeks and 
he returned to school, since which time he seemed to be well except 
for occasional right sided headaches. He.seemed to be very bright 
in his work and the day before the present attack the teacher noticed 
that he was unusually quick in solving problems. ‘That very day 


his ear began to discharge again. The following morning, as stated 
in the beginning, he was found on the bath room floor unconscious 
and in convulsions. 











—— 
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The day following the operation the patient asked for food and 
was very impertinent and irritable. Under local anesthesia the 
right internal jugular was exposed and ligated. There was no evi- 
dence of a phlebitis. At this time Dr. Galloway suggested the 
following, which was accepted by all in attendance as the most 
plausible explanation of the pre-operative symptomatology: Throm 
bosis of the lateral sinus slowing progressing with a marked phlebitis 


until the torcular was reached, the coma and spasms of sudden onset 
being produced by interference with the collateral circulation re 


sulting in a generalized passive hyperemia of the entire cortex 
For ten days the improvement was marked, there being no com 


plaints and no symptoms of cerebral or meningeal irritatio1 


iis il 


fact, one night the boy was discovered at midnight sitting up in 


bed thoroughly engrossed in one of Horatic Alger’s stories. At th 
end of this period, however, there was a marked change The 
nurse reported that he had had a clonic spasm and on examination 
he was found to be listless, drowsy, querelous and impertinent. A 
positive bilateral Kernig was present. Babinski negative. No nys 
tagmus. Some occipital headache was complained of. \Veber lat- 


eralized to the right. Fork of 128 d.v. heard well. The wound 
seemed to be healing well, but the patient gradually became more 
drowsy and on March 20th, was comatose and having involuntaries 
He showed a bilateral haziness of the discs, positive left Babinski, 
positive bilateral Kernig, but no definite focal symptoms of paralysis 
except a tendency to apahsia. Spinal puncture revealed a clear 
fluid, 200 cells per c.mm. (polys), positive Nonne and Ross-Jones 
and increased pressure. Blood leukocytes, 13,200. A diagnosis of 
meningitis, brain abscess and suspected encephalitis was mad 

Under a very light ether anesthesia the sinus region was again 
exposed and the dura of the posterior fossa found thick, blue-grey 
and bulging. A probe inserted behind the sinus dropped into what 
seemed a cavity for a distance of 5 cm. without the slightest re 
sistance. No pus, however, was found. The inner wall of the 
sinus was then incised and exploration in the direction of the pyra- 
mid also proved fruitless. The middle fossa over the tegmen was 
exposed and normal appearing dura bulged into the wound.  In- 
cision and exploration here was also negative. The wound was 
packed lightly with iodoform gauze and bandaged. Exitus 12 hours 
later. Autopsy permit was refused. 

In reviewing this case one is struck by several singular phenomena 
First, that a lateral sinus phlebitis extending from the bulb to the 
torcular could develop without causing noticeable symptoms beyond 
occasional headache and not interfere with the progress at school. 
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Second, the sudden onset of grave symptoms referable to the brain, 
the coma, the convulsions and the generalized clonic spasms. These 
could only be explained on the basis of a circulatory disturbance 
affecting the entire cortex, which in all probability occurred at the 
moment the olbitering phlebitis reached the torcular, thus interfer- 
ing with collateral circulation. In the absence of a history suggest- 
ing lateral sinus thrombosis, the diagnosis of encephalitis hemmora- 
gica was not unwarranted. Eventually, as the further course of 
the case and the findings at the second operation revealed, the boy 
did develop an encephalitis, which was the immediate cause of 
death. Unfortunately an autopsy was not obtainable, but a sub- 
sequent case of a similar nature which was observed by Dr. Cottle 
and which came to post-mortem proved the theory advanced above 
as to the cause of the seizures, and for that reason is herewith sub- 
mitted. 

E. L., nine years old. History as obtained from the mother. 
On October 26, 1921, patient had an abscess of the neck (right 
side) which was lanced. The next day he complained of right 
sided headache extending to the occiput. He was drowsy, felt nau- 
seated and vomited three times “with much force.” The next day 
he had a spasm, was real stiff and began to kick with both arms 
and legs until he was brought to the hospital. 

Examination on October 29, at 11:40 P. M., by Dr. Foley, re- 
vealed a fairly well nourished white child about nine in a desperate- 
ly critical condition. He was unconscious, muttering and crying 
spasmodically He alternately flexed and extended the left leg, 
practically continuously. The face was flushed and covered with 
perspiration. ° The right arm and leg were held spastically rigid, 
the former flexed and the latter extended. The veins of the eye- 
lids were very promiment. ‘The right drum membrane showed 
some redness along the handle of the malleus. There was a right 
facial paresis and the head was turned to the right. Babinski posi- 
tive on the right side. Cremasteric and abdominal reflexes absent 
on the right side. All other reflexes normal. Leukocyte count, 
27,500. Spinal fluid under marked pressure, suspect traumatic 
blood, no organisms in centrifuged specimen. ‘Temperature septic, 
ranging from 101 to 106 F. during twelve hours. Patient died 
twelve hours after admission. 

Autopsy report showed the following: impacted lower first molar 
(right). Alveolar abscess. Septic thrombus in lingual and inter- 
nal jugular veins, transverse, superior and saggital sinuses extend- 
ing beyond the torcular into the veins of the opposite side. 

25 E. Washington St. 











ASTHMA, HAY-FEVER, NASAL HYDRORRHEA AND 
ANGIONEUROTIC EDEMA. A PARTIAL REVIEW 
AS TO ETIOLOGY.* 

Dr. CHas. B. WittiAMs, Mineral Wells, Texas. 

In presenting this paper it shall be my endeavor to corollate the 
more recent reports of investigators as to those vaso-motor dis- 
turbances coming under the heads of asthma, hay-fever, nasal hy- 
drorrhea and angioneurotic edema, and to give the outstanding 
features as I get them from these reports. 

It would seem that any one of these four disturbances would be 
sufficient within itself to give ample thought for helpful discussion, 
and true enough it would; but my perusal of some twenty odd 
articles presented on one or more of these subjects within the last 
four years, not to mention the many in which these conditions were 
incidentally referred to, proves to my mind that the four are more 
or less inseparable when considered in the light of our present under- 
standing. Dr. St. Clair Thompson of London says, “I am inclined 
to think that just as the lunatic, the lover and the poet are of ‘one 
nature, all akin,’ so hay-fever, rhinorrhea, spasmodic sneezing and 
asthma are somewhat of ‘one nature, all akin.’ ” 

In my study of these conditions I have been impressed with the 
following outstanding features: 

1. That these disturbances seem to be symptoms rather than 
diseases. 

Austrian in a paper on angioneurotic edema says, “It is the pur- 
pose of this preliminary communication to emphasize the thesis that 
angioneurotic edema is a symptom and not a disease.” Phillips 
voices the same belief in regard to certain types of angioneurotic 
edema. 

Thompson of Cincinnati says, “Nasal edema is probably a symp- 
tom of a nervous disease.” 

Sluder published a paper in 1919 under the title, “Asthma as a 
Nasal Reflex.” 

The manner in which the different writers discuss the etiology 
from one to all four of these vaso-motor disturbances in the same 
connection when they present such variant clinical pictures, leads 
me to the conclusion that modern belief places them among symp- 
toms rather than diseases. 


*Read before The Northwest Texas Medical Association, Ranger, Texas, 
Apr. 11, 1922. 
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2. The second outstanding feature is that the present concensus 


of opinion seems to be crystalizing into the belief that underlying 
many if not most of these symptoms, is an anaphylaxis. 

Caulfield in discussing asthma and hay-fever says, “Among some 
of the patients presenting the syndrome of bronchial asthma, and as 
well, in a very large majority of hay-fever patients, there is evidence 
that the lesion is an immunologic one, closely analagous to, if not 
identical with, the experimentally produced phenomenon called ana- 
phylaxis.” 

In an editorial in the Journal A. M. A., February 5, 1921, on the 
history of anaphylaxis we find the following: “Hay-fever has been 
included in the clinic of human anaphylaxis.” 

Gottleib mentions thirty-two patients who were tested for skin 
sensitiveness in the hay-fever and asthma clinic of the University 
and Bellvue Medical College ‘to determine whether their symptoms 
were due to anaphylaxis from epidermal, bacterial or food pro- 
“Bronchial asthma 
may be due to anaphylactic or reflex phenomena.” 


teins.”” In another communication he states that 


Vallery-Rodet, Haguenau and Watelet state that “the anaphylactic 
origin of certain crises of hydrorrhea is supported by clinical, 
biologic and therapeutic proof.” 

\gain quoting Austrian in his discussion of angioneurotic 
edema, in which he reports a case where attacks were traced to the 
eating of ham, he says, “That the condition in this instance is an 
allergic one is evidenced by the idiosyncrasy to the food ingested.” 

Selfridge, Gottleib, Miller and Baetjer, Lermoyez, and Shea all 
make reference to the allergic or anaphylactic origin of one or more 
of these vaso-motor disturbances. 


9 


3. There is no longer any question as to the fact that sensitiza- 
tion to foreign proteins is responsible for at least the precipitation 
of attacks of all four of these vaso-motor disturbances. 

According to our present understanding of protein sensitization, 
no search for the cause in a given case of bronchial asthma, hay- 
fever, nasal hydrorrhea or angineurotic edema can be considered 
complete, other possible causes having been eliminated, until cu- 
taneous tests have been made. Incidentally, I see no reason why the 
tests for sensitiveness to food proteins should not be of considerable 
diagnostic value in certain gastro-intestinal crises as well. 

Walker of Boston reports twenty cases of perennial hay-fever 
definitely traced to the emanation from horses and_ successfully 


treated on that basis. He also reports in the same paper seven cases 











WILLIAMS: ASTHMA, HAY-FEVER. 33 


of the same disturbance due to food proteins, two to chicken feathers 
and twenty to bacterial proteins. 

Austrian reports a case of angioneurotic edema relieved by elimi 
nating ham from the diet. Personally I have seen one case of this 
neurosis affecting the eyes which was traced to emanations from a 
white rabbit. This patient gave a history of previous attacks from 
the same cause. 

Caulfield reports twenty-three cases of asthma in which epidermal 
proteins gave positive tests, seventeen of which reacted to horse 
dander. To quote him he further says, “Only eleven of these cases 
could be regarded as simple, in that only in these would the protein 
sensitization seem to afford a full etiologic explanation of the bron- 
chial asthma.” 

Shea in writing on protein sensitization in vaso-motor rhinitis 
says, “If inspection of a patient’s nose fails to reveal any anatomical 
obstruction or inflammatory swelling, and still the patient can not 
be made comfortable because proper ventilation of the nose or 
permanent ventilation of the eustachian tubes can not be accomp- 
lished, it usually means a mild case of protein sensitization.” 

I recently had under observation a man who suffers mild attacks 
of perennial hay-fever on whom I made some forty cutaneous tests. 
He was positively sensitive to only one of these proteins—pneumo- 
coccus type 3. At the time this test was made I was able to express 
pus (not proven) from both tonsils. I advised enucleation of his 
tonsils to which consent has not yet been given. 

In a recent case of angioneurotic edema of annoying proportions 
the patient gave cutaneous reactions to pork, oats, tea, cheese, milk 
and staphylococcus albus and citreus. Elimination of these foods 
from his diet gave complete relief from symptoms for about a month. 
At this time he developed a right sided tonsillitis coincidently with 
a return of the edematous symptoms in an exaggerated form. Ton- 
sillectomy has been followed by another month’s complete relief, 
the diet still being restricted. This case will be followed with inter- 
est as the time has been too short to yet speak of results. 

4. There seems to be a growing tendency to connect these vaso- 
motor neuroses with a disharmony or dysfunction of the ductless 
glands. This tendency may be because of the present-day popular- 
ity of these glands, or it may be because the light of a long-hidden 
truth is beginning to break in. The indications are that further 
study will prove the latter to be true. 

Dr. Joseph C. Beck says, “I believe that the question of asthma 
and all this matter of sensitization is a disturbance of the glands 
of internal secretion.” 
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Dr. Selfridge in Tur LARyNGoscoPe, October issue, 1920, closes 
his paper on “Vaso-Motor Disturbances of the Nose with Special 
Reference to Hay-Fever” by saying, “There is slowly accumulating 
evidence, to my mind at least, that the ductless glands play a part 
in this disturbance.” In another paper published in The Annals of 
Otology, Rhinology and Laryngology, June, 1921, he reports a 
number of cases in substantiation of this belief. He further calls 
attention to the susceptibility to these vaso-motor disturbances as 
observed in that condition known as status lymphaticus, which type 
fits in well with these cases classed as due to disharmony of the 
ductless glands. In the April, 1922, LaryNncoscope, Selfridge says, 
“With or without evidence of skin reactions to proteins, we find 
other alterations from the normal on applying the classification of 
Engelbach and Tierney for pituitary disorders, or we note the type 
frusté of thyroid deficiency described by Hertoge, Leopold Levy, 
McGarrison and others. * * * Therefore, in support of these views 
we have undertaken basal metabolism and blood sugar studies in 
the series of cases herewith submitted under the following heads: 

“1. Asthma. 

“2. Hay-fever (true). 

“3 (Recurrent Infections); (Vaso-Motor Rhinitis); (Hyper- 
plastic Ethmoiditis).” 

Dr. Harry L. Pollock closes his paper on a consideration of 
asthma from a wider aspect with the following conclusions: “1. The 
underlying causative factor in asthma is undoubtedly due to a dis- 
harmony in the ductless gland system, 2. The exciting factor varies ; 
dust, pollens, excreta from animals, poisoning 


oS) 


etc., but unless there 
exists a disharmony in the ductless glands, asthma cannot result.” 

Austrian sums up the possible relation of the endocrines to angio- 
neurotic edema as follows: “Inasmuch as there is a familial tend- 
ency to dysfunction of these glands as well as to the development 
of angioneurotic edema, it would be interesting to study cases of 
familial angioneurotic edema for evidence of endocrine disease with 
the idea of testing the hypothesis that the familial types of syndrome 
are of endocrine origin.” 

Shea suggests endocrinal stimulation as one of the methods of 
attacking vaso-motor rhinitis. 

As is always the case in diseases of obscure origin, these neu- 
roses have been attributed to many causes; but if one can view the 
matter as a whole and with an open mind, it seems to me that he 
is necessarily led to feel that opinion is crystallizing into the belief 
that there is some general underlying cause for all these vaso-motor 
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disturbances which are symptomatically so different, yet patho- 
logically so alike. In fact, it appears to me that there well might 
be added to these neuroses such as eczema, urticaria, migraine, 
sympathetic disturbances of the nasal ganglion such as described 
by Pollock and certain gastro-intestinal crises heretofore considered 
as of obscure origin. If this be true then it would require no great 
stretch of imagination to connect all these symptoms with a dis- 
harmony of the ductless glands as an etiologic factor. A better 
understanding of the behavior of these glands in both health and 
disease will be heartily welcomed. 

5. There is a class of cases in which typical symptoms of one 
or other of these disturbances are brought about by exposure to 
cold. Austrian mentions this in connection with angioneurotic 
edema, Selfridge in connection with hay-fever and Lermoyez in 
connection with spasmodic coryza. I can recall a case in a boy 
of about fifteen years of age which occurred in my practice several 
years ago in which on going into a warm room after exposure to 
cold, there would occur a complete blocking of his nose, followed by 
a watery discharge so profuse that a handkerchief. would be soaked 
in a short while. During these attacks the inferior turbinates 
would be edematous and of a bluish color with the fluid oozing out 
freely. These symptoms persisted intermittently for two or three 
years and ceased without treatment having been of any benefit even 
for temporary relief. I have since wondered if, occurring at this 
age, the ductless glands were in any way responsible for the symp- 
toms. 

Lermoyez explains these cases as manifestations of hemoclastic 
shock. He reports an experiment in which by placing the patient’s 
hand in cold water for twenty minutes it was possible to note a 
drop in the leucocyte count, while at the same time an attack of 
the nasal hypersecretion was precipitated. 


COMMENT. 


A review of the accomplishments within the last few years in 
the treatment, relief and possibly permanent cures in many of these 
distressing cases of vaso-motor disturbances lends the hope that 
further time and effort will add materially to the good results 
already accomplished. In the past most of us possibly have been 
too easily discouraged in our endeavors to help these unfortunate 
sufferers; but ‘with the encouragement now being given through 
the untiring efforts of such unselfish workers as I have mentioned 
in this paper, together with many others, it behooves us to do our 








36 WILLIAMS: ASTHMA, HAY-FEVER. 


part by following their lead and giving to those cases that come 
our way the careful study which they deserve. 


SUMMARY. 


Evidence as to the etiology of those vase-motor disturbances 
known as bronchial asthma, hay-fever, nasal hydrorrhea and angio- 
neurotic edema seems to be leading to the following conclusions: 

1. That they are symptoms only. 

2. That they are of anaphylactic origin. 

3. That protein sensitization is responsible for the precipitation 
of attacks in a large percentage of cases, if not, in fact, the cause 
in many. 

4. That disharmony of the ductless glands possibly plays an 
important role. 

5. That exposure to cold leads sometimes to a hemoclastic shock, 
which, in turn, may precipitate an attack of spasmodic coryza or 
others of these vaso-motor disturbances. 

6. That foci of infection, particularly about the head, should 
always be searched for when seeking to find the cause for these 
disturbances. 
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CYSTS OF THE BURSA PHARYNGEA; A REPORT OF 
TWO CASES.* 
Dr. Frep A. Fici, Rochester Minnesota. 

A thorough examination of the nasopharynx is made in all pa- 
tients observed in the Section on Laryngology in the Mayo Clinic. 
New, in two recent reports, called attention to the frequency with 
which primary malignant growths without nasal or nasopharyngeal 
symptoms have been overlooked in this location. A woman, aged 
sixty-one years, who came to the Clinic on account of a small area 
of keratosis on the tip of her nose, was found to have a primary 
lymphosarcoma of the nasopharynx. The patient was unaware of 
its presence, as it was not producing symptoms. In another in- 
stance, a young woman with. pulmonary tuberculosis had tubercu- 
lous ulceration of the nasopharynx, although the larynx and pharynx 
were entirely clear. 

I have recently observed two cases in which smooth, cystic masses 
presented at the juncture of the vauit and posterior wall in the mid- 
dle line of the nasopharynx. The tumors were believed to be con- 
genital cysts arising from a remnant of Rathke’s pouch; but on 
further investigation it was concluded that they were probably cysts 
of the bursa pharyngea. 

The pharyngeal bursa is a small median pouch or recess, con- 
nected with the pharyngeal tonsil on the upper posterior wall, of 
the nasopharynx. Its nature is not definitely known. Cunningham 
suggests that it may be (1) the remains of Rathke’s pouch from 
which the anterior lobe of the pituitary body is formed; (2) a 
crypt developed in connection with the pharyngeal tonsil; or (3) an 
independent outgrowth of the mucous membrane. Each of these 
views has its adherents, although the third is most generally ap- 
proved. 

Schwabach reports investigations carried out on the heads of the 
cadavers of 100 adults and twenty-eight children, and two fetuses. 
He concludes, as does Ganghofer, that the bursa pharyngea is but 
the remnant of the middle cleft of the pharyngeal tonsil; this cleft 
is the last to disappear, the median folds adhere to each other as the 
result of repeated, transitory inflammation and tend to form a 
pocket. If this becomes blocked at the outlet, a cyst develops. 

Tornwaldt, Luc, Schmiegelow, Massuci, Gradle, and others be- 
lieve the recess to be a true anatomic structure. Cunningham as- 


*Presented before the Weekly Conference of the sections on the eye, 
ear, nose and throat, at the Worrell Hospital, April, 1922. 
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serts that it occurs in all children and occasionally in adults. Block 
maintains that it is found about as often in children as in adults. 

Thomson believes that Rathke’s pouch may persist as a single 
central recess, the bursa pharyngea. Fraser, however, in his excel- 
lent work in determining the fate of the pharyngeal remnant of 
Rathke’s pouch, has shown that the final position of Rathke’s point 
is along the back of the nasal septum, while its original opening 
is just above the palate. This change of position takes place dur- 
ing the early months of intra-uterine life and is accomplished by 
the change of the nasal openings to a higher level, and by slight trac- 
tion during this period. It is seen, therefore, that while the bursa 
pharyngea is always situated on the upper part of the posterior wall 
of the nasopharynx, Rathke’s pouch does not approximate this posi- 
tion at any point. 

Seessel’s pouch, another early embryonic structure appearing as 
an evagination of the entoderm immediately behind Rathke’s pouch, 
but of unknown significance, is also too distant to be considered 
seriously in the development of a cyst in this region. 

Cysts of the pharyngeal bursa were first observed in the cadaver 
by Luschka, in 1868. In reporting his observations, he mentions 
cases seen by Troltsch and Czernak which were probably of the 
same type. Tornwaldt, in 1885, published an extensive article de- 
scribing minutely the pharyngeal bursa, and in cases in which it 
was present he attempted to show a definite relation between an 
inflammatory process in the bursa and nasopharyngeal catarrh, so- 
called ‘Tornwaldt’s disease, which is of comparatively frequent oc- 
currence. Since that time cysts of the pharyngeal bursa have been 
described by a number of writers; some have considered them con- 
genital, others inflammatory in origin. 

Cysts of the bursa pharyngea rarely reach a size to make them 
recognizable clinically. Only two cases are on record in the Mayo 
Clinic. Such cysts may occur at any period from infancy to old 
age. They vary in size, from a few millimeters to about 2 cm. in 
diameter. As seen with the nasopharyngeal mirror, they appear 
as median, hemispherical, glistening, bluish grey or slightly yellow- 
ish masses fastened by a broad attachment high on the posterior 
wall of the naso-pharynx between the eustachian eminences and 
extending for a short distance onto the vault. Palpation with a 
probe reveals a thin, limiting membrane and slight fluctuation. On 
removal of a portion of the anterior wall, thick, viscid mucus or 
mucopus escapes, and the cyst is seen to be either unilocular or mul- 
tilocular. The anterior wall varies from 0.5 to 1.5 mm. in thickness. 
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The posterior wall is formed by the mucous membrane over the 
basilar process of the occipital bone, which is excavated, corre- 
sponding to the curve of the cyst wall. In some cases a small 
bead of mucus or a small crust will be seen on the anterior surface 
in the middle line of the mass which will be found to cover a minute 
pin-point opening from which a globule of mucus may be expressed. 
This condition was not observed in either of our cases. 

Tumors of this type, as a rule, do not cause symptoms, unless 
there are associated inflammatory conditions, or the mass is large 
enough to cause obstruction. In the former case the symptoms 
are those of a nasopharyngeal catarrh; in the latter, difficulty in 
swallowing, nasal speech, and mouth breathing. Our patients did 
not complain of symptoms referable to the tumor. 

It should be possible to diagnose cases of this type without difh- 
culty, because the location and appearance of the cyst are charac- 
teristic. However, a case of myxosarcoma with a broad attach- 
ment to the posterior pharyngeal wall slightly lower presented a 
similar appearance on casual examination. Fibromas and myxoma- 
tous polyps also resemble the cysts in some particulars, but they 
are as a rule pedunculated. 

Clinically, cysts of the bursa pharyngea are not significant, unless 
they are large enough to cause symptoms of obstruction, or are 
associated with inflammatory processes. In many of the cases the 
tumor has been found accidentally during the course of routine 
nasopharyugeal examination or on detailed postmortem examina- 
tion. Nasopharyngeal catarrh may lead to the investigation of this 
area as a possible source. Lehman reported a case in which a cyst 
of the bursa pharyngea produced marked respiratory obstruction 
in a child, aged two and one-half years. The bursa had been pres- 
ent, to the mother’s knowledge, for two years entirely without 
symptoms. 

REPORT OF CASES. 

Case 1. Mr. W. E. W., aged thirty-seven years, who had under- 
gone a thyroidectomy for mildly toxic adenoma two years before, 
returned to the Clinic October 25, 1921, complaining of a number 
of minor ailments, chief of which was soreness of the muscles of 
the right arm, shoulder, and neck, which had come on about a 
year and one-half before, after he had played baseball. 

The general examination was negative, except for rudimentary 
cervical ribs shown in the roentgenograms. Routine examination 
of the nose and throat revealed a smooth, sessile, yellowish and 
slightly fluctuant tumor, about 2 cm. in diameter, situated on the 
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middle line of the posterior wall and extending onto the vault 
of the nasopharynx. On biopsy a cystic cavity containing thick 
mucopus was opened. A probe could be passed into the cavity 
posteriorly and upward for 1.5 cm. No exposed bone could be 
felt. A roentgenogram of the sphenoid was negative. (Fig. 1.) 

Case 2. Mr. A. E. S., aged fifty-two years, came to the Clinic 
October 13, 1921, complaining of symptoms of nervous exhaustion 
of about two months’ duration. 








The urine and blood were found to be normal. Roentgenograms 
of the chest were negative and tuberculosis bacilli were not demon- 
strated in the sputum on two examinations. A dental roentgeno- 
gram showed several infected teeth. Examination of the nose and 
throat revealed a bluish grey, cystic tumor 2 cm. in diameter at- 
tached by a broad base to the vault and upper part of the posterior 
wall of the naso-pharynx. Roentgenograms of the skull showed only 
a slight cloudiness of the sphenoid cells. The mass presented the 
appearance of a hemorrhagic myxomatous polyp. Biopsy was not 
made. 
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MANAGEMENT OF CERTAIN NOSE AND THROAT 
DISORDERS IN SINGERS AND SPEAKERS.* 
Dr. IrnviNG WILSON VooRHEES, New York City. 

The problem of diagnosis and treatment of disorders of the nose 
and throat in singers and speakers is not unlike that confronting 
the specialist in the ordinary routine of daily office practice, but it 
has certain distinctive elements which are so important as to de- 
mand special consideration. 

At the very bottom of most ills from which artistic people suffer 
there is a subtle psychological element which must not be overlooked 
and which must be weighed in the balance with all other findings, 
no matter of what nature they are. This is, I think, so well under- 
stood by most rhino-laryngologists that it is, perhaps, unnecessary 
to do more than mention it here, since the successful physician is 
always a good student of human nature, and from his experience is 
usually able to outline in his own mind just how to manage his pa- 
tient,—that is, he must know what to say, or what not to say, even 
more than what to do. But putting aside the unstable, fickle, unre- 
liable and often strongly neurotic characteristics one must go back 
into the history of every case far enough to determine just how any 
given disorder began. This may have had its origin in the thought- 
less remark of some medical adviser who did not comprehend the 
psychological elements in the situation, or in some actual physical 
condition which had been for the most part long since forgotten. 
Of one thing we may be quite sure in practically any case that 
comes to us for advice,—namely, that the singer has never been ex- 
actly measured in all those essentials which are indispensable to un- 
interrupted and progressive success. The voice physician has, there- 
fore, to constitute himself a sort of physico-psycho-analyst,—that 
is, he must study and investigate a great many details which have 
to do both with the mental and physical as well as the artistic life 
of his patient. 

For some years the writer has been endeavoring, with only in- 
different success, he must admit, to encourage teachers of singing 
to do something more than simply to “try out the voice” when a 
pupil presents herself to begin studv. The intoning of a few bars 
at the piano, or the hearing of some simple song is ordinarily all 
that the maestro requires before voice lessons are started. Nothing 
is known of the physical condition of the candidate, and it is usually 


*Read before the New York Academy of Medicine, Section on Rhinology 
and Laryngology, May 24, 1922. 
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considered sufficient to possess a beautiful or even just merely a 
good voice and that hard work will do the rest. No greater fallacy 
exists, for the factors which go to make a successful artist are so 
numerous that one can hardly undertake to write them all down, 
much less to study them at first hand. Many a singer with good 
natural gifts fails miserably because of some unconsidered fault of 
personality or mentality which could have been adjudged by the 
practiced eye to be irremediable at the outset. Or again, failure 
may result from utter disregard of simple, easily controllable ele- 
ments. It would be of everlasting benefit to all concerned if the 
teacher at his first interview with a pupil should ask for the co- 
operation of the laryngologist who has paid some attention to the 
voice problem, and secure from him a written report of his findings, 
including his opinion as to the possible development of the voice 
under certain natural physical handicaps which so often are joined 
with good talent. To illustrate just what is meant: suppose that 
way back in childhood an attack of laryngeal diphtheria has left 
certain muscles impaired, that an intubation has been necessary, for 
instance, or that a certain amount of paresis in contra-distinction 
to paralysis has persisted. Or, assume that scarlet fever at some 
forgotten period has invaded the ears and has left its deadly menace 
behind in the form of chronic middle ear suppuration which lights 
up sharply with ever acute respiratory infection, or that the lesser 
evil, deafness of moderate degree, determinable by modern exact 
tests, makes accurate pitch judgment impossible, is it not fair to 
say that one can scarcely recommend the vast expenditure of time, 
energy and money in the pursuit of an ignus fatuus which may end 
in dreadful disappointment or even tragedy? 

It is a common experience for the doctor who for want of a better 
name has been called a “voice physician” to have a patient come in 
with the following story: This girl is 26 years of age. Ever since 
childhood she has been told that she has a beautiful, even marvelous, 
voice. Down in her little home town, let us say somewhere in Ten- 
nessee, there is a village parson who is thought to be something of a 
connoisseur in music. Soon after taking up his pastorate he hears 
Dorothy sing and she impresses him greatly with the purity and 
sweetness of her “naturally” produced voice, and he accordingly 
drafts her for the village choir. The postmaster, a pillar of the 
church, wishing to encourage the girl, tells her that she ought to go 
to New York and “take up vocal,” as they say in the hinterland. 
This opinion is reinforced by the local doctor and by all of the aunts 
and uncles, who are likely to be both numerous and unanimous in 
their praise. Not much urging is needed in any case, so it is decided 
that Dorothy must go to the city called Gotham, where such talent 
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may be reasonably expected to be recognized by stalwart headlines 
in the great dailies. Well, the girl and her mother arrive and are 
surprised to find just what they had expected to be surprised about, 
namely, that there are a great number of singing teachers who are 
more than anxious to “work out” Dorothy’s musical salvation. The 
girl’s ambition has now been kindled to a frenzy, and to make the 
Metropolitan Opera in about a month seems so easy that the secret 
is confided in numerous letters to waiting worthies back home. Two 
years go by and Dorothy now finds herself in the hands of her 
sixth singing teacher, who has torn down all of the work done by 
the previous five confreres and, starting all over again, soon finds 
that his pupil has come to an impasse. She is not making the de- 
sired progress and in desperation a laryngologist’s advice is sought. 
The doctor gets to work and tries to measure the physical and vocal 
capabilities of his patient. He finds that the chest muscles are un- 
developed and that Dorothy stands and walks with a crooked spine. 
There is in consequence a good deal of lung tissue that is only par- 
tially filled with air. The girl is awkward in every movement. She 
knows nothing about diet or exercise. Her voice is shrill, badly 
produced, uneven throughout the musical scale, and strangely un- 
resonant. There is a deviated septum, hypertrophied turbinates, 
and an adenoid which, seen by posterior rhinoscopy, looks like the 
back drop at the hippodrome. The tonsils are “cheesy,” and there 
are several small glands at the angle of the jaw on each side.. He 
recommends several operations, but his suggestions are not kindly 
received by the teacher, who says that a month or more of interrup- 
tion in lessons cannot be tolerated. He has to make his living, too, 
as well as the rest of mankind, and, to be frank, would have sent 
the girl in before, but felt sure that the inevitable would happen, 
and that the doctor would hold it his bounden duty to find some- 
thing to operate on. The opinions of the teacher and doctor go 
hack home, and so does the girl without having anything done, for 
she 15 discouraged beyond measure and probably wants to die. 

Now this recital, although humorous in its essence, is of the truth. 
It is a daily affair and is destined to continue unless in some way 
laryngologists can secure the co-operation both of teachers and par- 
ents. The difficulties of compromise are indeed great, but the pa- 


tient’s interests come first and it is certainly our duty as medical 
men to do what we can to spread the gospel of early and thorough 
examination of all would-be candidates for vocal honors. 

In the prevention of ills common to singers and speakers (actors) 
the physician must inform himself, as already mentioned about the 
influence of common diseases of childhood, especially concerning the 
ills which lie in the wake of the exanthemata. These are in the last 
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anaylsis respiratory infections for the most part, the first symptoms 
of which appear as enanthemata,—witness Koplik’s spots in measles, 
the strawberry tongue and red sore throat of scarlet fever, and the 
sticky exudate in diphtheria which we call “membrane.” Fortu- 
nately most of these diseases clear up without persistent sequelae, 
but they have a bearing on the health of the nose, throat and ears 
which ought always to be kept in mind. 

Tonsils and adenoids must be removed if diseased or if they 
cause symptoms through obstruction. As time goes on we shall 
have to consider them less and less in adult singers, since they are 
being so generally removed in childhood. But the end results of 
unsuccessful or faulty operations will always confront us and will 
afford knotty problems at times; for instance, where the uvula has 
been removed or the naso-pharynx greatly narrowed through atresia. 

Sinus involvement in children, which is being intensively studied 
by many of our best rhinologists at this time, is an important theme, 
because, if unhealed, it may lead to many chronic conditions such 
as atrophy, chronic post-nasal discharge, chronic hoarseness, etc. 
Where the diagnosis is readily manifest in adults, one cannot expect 
to overcome the condition or to relieve it so that a vocal career can 
be hoped for. Permanent pathological changes in the respiratory 
tract must always be looked upon as having grave importance for 
the singer, and this is almost equally true of the auditory tract 
as well. A deviated septum in childhood, the result of trauma or as 
an expression of familial divergence from the normal, is always of 
importance to the growth and health of the individual, so that it 
often becomes a serious question when we take all factors into ac- 
count whether we ought not to attempt submucous resection on a 
child regardless of the resultant deficient growth or deformity of 
the external nose. I am inclined to believe that as time goes on we 
will become more radical in this regard, expressly so in cases of 
extreme deviation which produce occlusion of one nostril; for the 
end result to the patient may be just as unfortunate as persistent 
enlarged or diseased tonsils and adenoids. Life and health must, of 
course, always come first and looks must follow in their train. 

In order to understand the disorders common to singers one 
should have some conception of the mechanism of voice production. 
Reduced to its lowest terms, production is composed of three ele- 
ments or factors: 1. The motive power element. By this is meant 
the muscular force which so acts upon the air tract as to control 
both the volume and power, making it possible to increase or dimin- 
ish the emitted sounds to any desired degree. One commonly hears 
teachers and singers speak of the diaphragm in this connection as 
if it alone were the only motor muscle to be considered, but it is 
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only one of many, for the well-trained singer uses nearly all of the 
muscles of the body in securing his effects, especially those which 
make up the torso,—the thoracic and abdominal groups. 2. The 
laryngeal element. The voice is, of course, produced at the cords 
through vibrations which are set in motion by air waves coming up 
from the lungs, the vocal bands being under the control of the in- 
trinsic and extrinsic laryngeal muscles. 3. The resonating element. 
Resonance is commonly thought to take place in the chest, in the 
ventricles of the larynx, in the naso-pharynx, the nasal fossae, be- 
neath the turbinates, and in the accessory sinuses. 

Now a variation from the normal function in any one of these 
can set up a series of permutations and combinations which alter 
the pitch, power, intensity, volume, timbre, quality, in fact, all of 
those peculiar fundamental factors which we group together and 
call “the voice.” For example, if one holds the nose he immediately 
changes the relationship of these three elements, and the voice is 
described as having a nasal quality. If he should inject some sub- 
stance such as paraffin into the cords so as to change their size or 
shape, the ear would detect a change in quality and power. Finally 
if the chest were strapped or otherwise held in a vise-like grip lim- 
iting all muscular movements, there would be loss of power, vol- 
ume and probably a change in voice quality. 

Let us apply these simple principles to disturbance of function 
which we see every day through malformation or deformity of the 
nose. A patient with a badly deviated septum always has a peculiar 
vocal quality. The voice is high pitched, has poor carrying power 
and is deficient in resonance. The column of air as it comes into 
the naso-pharynx divides into two streams, part going to each side 
of the posterior edge of the septum. If the fossae are equally free, 
the length of the air column is the same on both sides and the reso- 
nance on both sides is about equal. But if the air column is short- 
ened in one fossa through obstruction the tone is dampened and 
sub-resonant. This is very well seen by humming into the nose on a 
single note and pressing the nostrils alternately when a marked dif- 
ference can be noted by the examiner which may be scarcely per- 
ceptible to the patient. The difference is perhaps more noticeable 
in the presence of hypertrophied turbinates, or polypi or in the pres- 
ence of a generalized swelling within the nose due to an infection 
(acute rhinitis), or after various nasal operations until the so-called 
reaction has disappeared. In such a case the voice is not re-enforced 
and most of the vocal effort lies across the level of the vocal bands. 
If prolonged or strenuous vocal exercise is indulged in under such 
conditions the voice becomes husky or hoarse or even aphonic. 
That is why we ought not to allow our patients to sing or make 
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public speeches in the presence of a “cold,” for in doing so they 
jeopardize the larynx and may bring about a vocal strain which is 
permanent insofar as great effects are concerned. Careful exami- 
nation of the larynx will show a sticky secretion on the edges of the 
cords and even a slight bowing so that a very great muscular effort 
is required to bring the bands together in full alignment, and soft 
voice work, such as pianissimo, is rendered impossible. 

In advising as to the possibility of taking up a vocal career one 
should possess an anatomical configuration which is naturally good 
or which can be surgically moulded to the required degree. The 
essentials are: a free nose, properly warmed and moistened air 
(good turbinal function), a roomy naso-pharynx, normal action of 
all palatal muscles, no adenoid, normal faucial and lingual tonsils, 
vocal bands free and quickly responding to the will, arytenoids nor- 
mal (uncrossed), chest volume and expansion good, breath control 
good. Asymmetry in the larynx, especially the crossing of ary- 
tenoids, is regarded as unfavorable by practically all authorities. E. 
Barth in his Einfiihrung in die Physiologie, Pathologie und Hygiene 
der menschlichen Stimme makes the point that “in spite of careful 
schooling and great zeal for work the voice in its upper range and 
when used forte remains tremulous and uncertain” in practically 
ever case which he has studied. This is, of course, a condition 
which is not amenable to any known treatment, surgical or other. 

But with all the essential factors quite normal, anatomical con- 
figuration, good general health, a strong athletic body, et cetera, one 
must remember that bad use of a good voice will most certainly 
ruin it eventually. The singing teacher is too often blamed for con- 
ditions over which he has no control; for example, a pupil after a 
few lessons takes a position as cabaret artist, whatever that may 
mean, and attempts arias from grand opera roles under the most 
adverse conditions, such as noise, smoke and bad air, and failing to 
make good charges the teacher with having ruined her voice. So 
that in the absence of any inflammatory signs or symptoms one 
may be somewhat puzzled as to the cause of vocal disability unless 
he keeps in mind the mode of life and the wilful ignorance of many 
young singers. 

The upper airways are even more subject to local infections than 
the lower, although many persons never have a “cold in the head” 
which does not extend downward into the larynx, trachea and bron- 
chi; and, as already mentioned, it is the attempt to “sing over” this 
disability which lays the foundation for much future trouble. The 
end result is a secretory disturbance of some sort, post-nasal drop- 
ping of mucus or muco-pus which later on often changes into a dry 
condition, and, as every singer knows, a dry throat is more difficult 
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to manage than a wet throat. Sometimes the cold seems to have 
cleared up and is almost forgotten by the patient, but still the voice 
gets husky and does not respond to the urgent efforts of the will. 
This is a type which I have ventured to call “Latent,” because to the 
examiner there is very little which can be seen, and I am inclined to 
believe, too, that it is this type which leads most often to mistaken 
advice as to the necessity for some operation. The sub-glottic 
region just beneath the vocal bands seems to be the locus minoris, 
and if one studies this carefully and asks the singer to phonate he 
will often be rewarded by seeing some tiny droplets of mucus work 
their way up over the surface of the cords. When the patient feels 
this obstruction to the use of his cords he often clears his throat 
and produces a sound described as “A-hem,” which is nothing more 
nor less than a shaking of the vocal bands to free them of secretion. 
The throat then remains free and the voice clear until this secretion 
recurs. In the presence of such secretion the voice is husky and 
breaks easily, that is, the tone is unsteady, inclines to slide off pitch, 
and the singer is very much afraid to take a note pianissimo or 
legato because of the utter spoliation of the vocal effect in case the 
tone breaks. This clearing of the throat begins as a real necessity 
and ultimately may become a habit long after the hypersecretion has 
disappeared. Sub-glottic hypersecretion is in all probability one of 
the causes of phonasthenia or voice weakness because it leads in- 
evitably to forcing, chronic hoarseness, and so-called relaxed larynx, 
dissipating the vocal power and encouraging the formation of vocal 
nodules. Garcia in his “Hints on Singing” says that phonasthenia 
or voice weakness causes “hoarseness, relaxed throat, languor of the 
organ which refuses to execute passages generally possible, dryness 
or heat in the throat, difficulty in swallowing, and fatigue after a 
few minutes’ exercise.” The same symptoms are described by Im- 
hofer, whose monograph on “Phonasthenia” is a most thorough and 
painstaking study of this important subject. 

A few illustrations from actual case histories must bring to a 
close this sketchy and I am afraid somewhat inchoate paper. The 
subject is a large one and it is not possible to do more than touch 
upon certain phases of it which stand out, perhaps, as being of 
greater importance to the laryngologist, who has not devoted any 
especial time or attention to the study of the singers’ problems, than 
some other phases which are not so readily understandable unless 
one is trained in music. 


A young woman of unusual vigor and possessed of apparently all 
the essentials necessary to a good career as a vocal artist came in 
with her singing teacher for examination. For some months she 
had been troubled with sneezing without any other signs of so-called 
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hay-fever or pollinosis, or whatever one chooses to call that peculiar 
syndrome or symptom complex which has baffled rhinologists for 
many years. There was slight thickening of the septum, but no de- 
viation. Resonance was good and the air stream from both nostrils 
satisfactory. No contact points could be found nor any hypersensi- 
tive areas on the mucosa of septum or turbinates. In other words, 
a satisfactory diagnosis could not be made without going into the 
protein sensitization tests. An alkaline spray containing a tiny 
amount of adrenalin was prescribed, also blennotasin tablets, which 
have a certain vogue in these conditions because they are said to 
dry up excessive nasal secretion. Not satisfied with this, the pa- 
tient went on a journey to a relative who is a rhino-laryngologist. 
This gentleman did an extensive submucous resection, removed both 
middle turbinates and cauterized both inferior turbinates. The re- 
sult was brilliant in that the sneezing stopped at once. But the nose 
is now so wide open that the airways are constantly dry and scaly, 
and the voice has that peculiar quality which has been described as 
rhinolalia. The larynx, too, is becoming dry and the vocal work 
unsatisfactory. One must conclude that this patient is the victim 
of too much radical surgery; for nothing taken out can ever be re- 
placed, and what may seem to be the shortest road to a brilliant 
result may prove in the long run to be the least desirable. 

At a well-known vaudeville house a singer without any special 
qualifications and with practically no training, while striving for a 
high note, suddenly became hoarse. Examination at midnight about 
an hour and a half after the accident disclosed a hemorrhage into 
the substance of the left vocal cord. It was the first time I had 
ever seen such a condition, but in the Atlas der Laryngologie of 
Schnitzler and Hajek I remembered a like condition was pictured. 
This was shown to the singer and his wife who accompanied him. 
The condition was explained as well as one could, and the prophecy 
ventured that it would respond to treatment in about two or 
three weeks. Looking further for a cause, there was a bad 
deviation of the nasal septum on the side of the lesion, hypertrophied 
inferior turbinates, and post-nasal secretion which dripped into the 
pharynx and probably on the cords as well. The advice was given 
to have the nose operated upon at once, then, during the post-oper- 
ative period, the larynx could be treated and no time would be lost, 
but it was also emphasized that a change of vocal method would 
have to be made lest the condition recur again. Instead of considering 
this advice the patient went to a neighboring city and was assured 
by a laryngologist that the hemorrhage into the cord was a myth, 
and that submerged, diseased tonsils were the sole cause of the 
hoarseness. Accordingly a tonsillectomy was done, but the patient 
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bled so profusely that he was rushed to a hospital, where a ligation 
of the external carotid was done by a general surgeon and the pa- 
tient’s life was saved. He has never done any public singing since 
and I am unable to say what happened to the cordal hemorrhage, 
but it was undoubtedly absorbed. 

A lyric soprano doing her turn in comic opera was much distressed 
because of sudden attacks of hoarseness associated with a good deal 
of laryngeal secretion. Small vocal nodules were to be seen on each 
cord, but by treating the larynx the patient was enabled to continue 
at work in the hope of tiding her over into the dull summer season. 
It was planned to remove the nodes, as they were not of the type 
that can be “sung off,” as the expression goes. Meanwhile the 
services of an experienced teacher were to be enlisted with the idea 
of changing the method of production and “re-set”? the voice, so to 
speak. Through some misunderstanding there was an error about 
an appointment and the singer left my care in anger and went to 
another specialist, who told her that the real difficulty was not nodes 
at all, but a film of uric acid that had spread over the entire cordal 
surfaces. He put her on a diet and advised an elastic abdominal 
belt 


ance the restriction of the abdominal muscles and diaphragm 


or some real or imaginary viscerotopsis. At the next perform- 


showed in the voice, which was thin, weak, of poor carrying power, 
and could not be re-enforced through resonance from the chest and 
head. A few days later this singer was virtually carried from the 
stage and was obliged to spend some weeks in a sanitarium. A 
period of inaction followed covering about two years and the lady 
is now singing very well. What happened I do not know, but one 
can hardly assume that the uric acid theory is responsible for a cure 
in this case. 

The following vocal disability was assumed to be due to a post- 
influenza condition: A tenor had made a good record at La Scala 
by singing Caruso roles after that justly famous and greatly la- 
mented artist had signed up with the Metropolitan. Having finished 
his European season, this man, who was of very unstable nervous 
temperament, crossed the ocean to seek further laurels in America. 
En voyage he contracted a cold and landed in New York quite ill. 
After two or three weeks in bed with a condition which his general 
practitioner called influenza, he was sent to Lakewood to recuperate, 
but found to his great alarm that his voice was notably deficient in 
power, intensity and range. Whereas, he had formerly possessed 
the remarkable range of three octaves, he could use only about two 
at this time; the voice was “foggy,” broke easily at F sharp and G 
natural, could not be sustained and was produced only by a great 
muscular effort, in other words, by “squeezing” the cords together 
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which fatigued him greatly. He was subsequently treated by sev- 
eral laryngologists, one of whom applied pure tincture of iodin to 
the larynx, followed by oil sprays. This was continued daily for 
some two weeks, and he was advised when visiting the doctor to 
walk around Central Park preceding each visit. Finally he came 
under my care through a patient whom he met at Lakewood. Ex- 
amination showed nasal insufficiency, some bogginess of the tur- 
binates and post-nasal discharge of pus-stained mucus. There was 
much secretion on the cords which did not completely approximate 
throughout their entire length, but left a bowed, elliptical space 
about the middle of the glottis chink. ( mly by forcing could high 
notes be produced, and soft voice work—pianissimo—was impossi- 
ble. Cleansing and astringent antiseptic treatment, silence, followed 
in about three weeks by vocalisées to strengthen the strained laryn- 
geal muscles was carried out. In about two months he had com- 
pletely recovered and finally returned to Europe, where at last re- 
ports he was doing well. 

The most aggravated conditions are seen in vaudeville singers, 
who are usually people of talent with little or no training in the 
proper use and care of the voice. ‘Their work is constant and fa- 
tiguing to the last degree and they never feel that they have time 
enough either to learn the fundamentals of voice production or to 
be treated when most in need of it, and hence are likely to consult 
the laryngologist only when in extremis. Most of them do from 
two to tour turns a day under conditions which would wear down 
the most accomplished and highly trained vocal artist, “go on” after 
excesses of various kinds, work straight through an acute infection 
of the airways and violate all of the rules of voice hygiene gener- 
ally. The necessity of keeping them at work offers a difficult and 
disturbing problem and is quite generally unsatisfactory. Very 
often the anatomical configuration is anything but good,—the nose 
is stuffy from turbinal enlargements, the septum is deviated, latent 
or manifest sinuitis exists, especially of the hyperplastic variety 
with chronic post-nasal discharge, and likely as not chronic tonsil- 
litis as well. In fact, the entire list of common disorders of the 
airways may be found in a single case. 

A good example is that of A. D., who has had many years’ ex- 
perience on the vaudeville stage. He is a large man, weighing 225 
pounds, possessed of a powerful tenor voice, harsh at times but not 
without a pleasing quality which brings him a “good hand” from 
his audiences. He has never taken any care of his vocal apparatus 
but has indulged in all of the joys common to a profession always 
en route. Nevertheless he has earned a good living for his family 
for 20 years. At the time of his first visit he had, to use his own 
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phrase, “joined the down-and-outers.” He said: ‘Doc, I am through 
and I don’t believe anybody can help me!’’ Examination showed a 
marked deviation of the septum, hypertrophy of all turbinates, and 
a sticky post-nasal discharge which he could remove only with great 
difficulty and by making a disgusting noise. The pharynx seemed 
dry and slightly puckered (pharyngitis sicca of mild degree). The 
tonsils were quite large, deeply buried and contained “cheesy” ma- 
terial which was expressed from the crypts. Laryngeal examina- 
tion disclosed thick, rather beefy cords which did not approximate 
well because of a thickened posterior wall and inter-arytenoid hy- 
perplasia,—apparently the result of a chronic productive inflamma- 
tion of the mucosa. There was some thickening of the tracheal mu- 
cous membrane and the rings could not be readily counted. Mobility 
of both cords was unimpaired save for the interarytenoid condition 
just noted. He had taken cough medicines and inhalations on the 
advice of physicians in the various cities he had visited without any 
marked relief, and he persisted in using the voice in spite of all 
caution as to the value of silence treatment. However, in the sum- 
mer of 1919 he accepted my advice and underwent a submucous 
resection of the septum plus a reduction of the turbinal hypertrophy. 
At a later sitting the tonsils were removed under local anesthesia, 
and still later on I exsected the interarytenoid and posterior wall 
thickening. The final result was a nose normal both for breathing 
and resonance, a satisfactory fauces, the pillars being intact, although 
fused together partially, and a smooth laryngeal posterior wall and 
commissure with normal function of all laryngeal muscles. ‘He then 
went on tour in the fall of 1919 and sang songs which he had not 
dared to put in his repertoire for many years. There is still, of 
course, a woeful lack of savoir faire, but he got full “time,” as the 
routiniéres say, and regarded himself as absolutely rejuvenated. 
Only recently, however, he returned to New York from a town in 
Texas where he was playing and underwent treatment for an acute 
infection of the entire air tract, through which he sang until forced 
to quit by dint of circumstances, but at this time is all right and at 
it again. Curiously enough there seems to have been no tendency 
to chorditis nodosa at any time, a condition which ought to have 
appeared by all known rules, but, perhaps, the thickening in 
the laryngeal posterior commissure may have been the expression 
of what in another case would have been an avowed nodal growth. 

One might go on in this way reciting different problem cases, each 
of which has its own individual angle, but enough has been said to 
give at least a glimpse of an interesting and important area of the 
ever-widening field of oto-rhino-laryngology. 

114 East 54th Street. 




















A BRONCHOSCOPIC CASE WITH A UNIQUE FEATURE. 
Dr. Gro. W. FLETCHER, Winnipeg, Manitoba. 

In Dr. C. Jackson’s work on “Peroral Endoscopy and Laryngeal 
Surgery,” page 242, there occurs the following statement : 

“Sharp foreign bodies, such as pins, lying point upwards have 
never been known to be coughed up, for the reason, that the pin will 
stick at the very first angle encountered.” 

In further discussing the expulsion of foreign bodies from the 
lungs, he mentions that those of a low specific gravity, or of large 
bulk compared to their weight, are much more liable to be coughed 
up, provided they do not completely fill the bronchial lumen. He 
gives various reasons why this general law holds and emphasizes 
the improbability of heavier, smaller objects being so extruded. 

The following case report, illustrated by a series of X-ray plates, 
furnishes an example, not of the spontaneous expulsion of a sharp, 
heavy foreign body, but of where such a body was moved from a 
bronchially inaccessible to an accessible position. 

The history is as follows: Miss M. T., age 14 years, on November 
6, 1921, when putting on her overcoat, placed a small glass-headed 
pin in her mouth. A few moments later she was seized with a fit 
of coughing. She drew a long breath, and the pin slipped into her 
throat. For one-half hour she continued to feel the pin in her throat, 
but during another coughing seizure, she stated that it went farther 
down. A pain then developed in the right side of the chest. For 
several succeeding days she coughed up some blood each day. The 
coughing up of bloody sputum ceased, but the cough has persisted 
to a considerable degree ever since. 

On November 8, she consulted Drs. Patgick and Laird of York- 
ton, Sask., who took an X-ray picture, which showed the pin in the 


’ 


right bronchus. She was then referred to the writer, who sent her 
to the general hospital for further study. 

November 16, 1921. General examination showed a healthy look- 
ing girl of about 14 years of age, evidently not in any great distress 
—laryngoscopy with mirror, negative. The chest examination was 
made by Dr. Fred Young, who reported areas of dullness around the 
base of the right lung, in front, running from the liver dullness up- 
wards to the fifth intercostal space. Auscultation over the dull areas 
showed the breath sounds greatly weakened, and he was inclined to 
the opinion that there was some collapse of the base of the right 
lung. (X-ray picture, Plate No. 1.) 
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Bronchoscopy the same day under ether anesthesia showed the 


left bronchus clear. The right bronchus was full of thick muco- 


purulent material, very difficult to clear out. The pin was seen fo 
a brief period, lost again and not delivered Search was disc 
tinued at the end of twenty-five minute 

November 17, 1921 ‘atient in good conditio1 Said her throat 
was sore and was a little hoarse. T. 101° F. 

November 20, 1921 The temperature till slightly elevated 


otherwise she felt quite well 
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November 21, 1921. X-ray plates 2, 3, 4, taken 
hese showed the pin to be about one inch farther*down, and t 


] ¢ ] } ] 


ve jocated in a lower dorsal branch bronchus 


November 22, 1921. A second bronchoscopy was done undet 
ether anesthetic. A bronchoscope was introduced and the right 
bronchus explored from top to bottom, without any sign of the pin. 
My conclusion was that the pin was situated in a dorsal branch low 
down and very inaccessible. As atropine gr. was given hypoder- 
mically one hour previous to the operation, the one-hundredth 
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amount of secretion was materially lessened. I am of the opinion 
that this is a valuable measure in these cases. 

From November 23 to November 29 the temperature generally 
receded and the patient remained in good condition. 

November 29, 1921. A general consultation of members of the 
staff was called to obtain expressions of opinion as to what should 
be done, as the pin seemed beyond bronchoscopic reach. The ma- 
jority were of the opinion that the pin should be left alone, rather 
than to proceed to an external throacotemy. 
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During an examination of the chest the same day by Dr. E. W. 
Montgomery, the patient had such a severe spell of coughing that 
the doctor had to suspend his examination. At one o’clock the same 
day another X-ray plate (No. 5) was taken, and I was much sur- 
prised to be called up and told that the pin had again changed its 
position, and was now opposite the first dorsal vertebra. I con- 
firmed this finding by inspection of the plates, and at 3 p. m. did a 
third bronchoscopy, when I found the pin situated in the trachea 
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sticking apparently under the left vocal cord. The point was em- 
bedded in the membrane. The point was freed and the pin safely 
delivered. 

The coughing up of this pin from position No. 2 to position No. 
3 must be indeed unusual, and I cannot account for its occurrence. 
The pin was an ordinary steel-shafted affair, with an opaque pink 
glass head, and the shaft was covered with tenacious mucus. It 
must have been sent up with considerable force, as the point was 
apparently embedded in the membrane under the left vocal cord. 
This is proven by the fact that, although the patient was ambulant, 
the pin stayed in its high position, not sinking again into the bron- 
chus, as one would have expected, had the point not been buried in 
the membrane. 

The physical findings previous to the last bronchoscopy, as re- 
ported by Dr. E. W. Montgomery, were as follows: 

“On inspection, the movements of the right side of the chest are 
impaired. Intercostal spaces very little inflated during respiration. 
Upper and lower part of the chest exhibited same peculiarities on in- 
spiration. On palpation, vocal fremitus is diminished slightly over 
whole of the right side of the chest. On percussion the note is al- 
most the same on both sides of the chest throughout—probably some 
hyperesonance on the left side. Lower border of lung on the left 
side is three-quarters of an inch below normal position. On auscu- 


lation breath sounds are somewhat diminished over whole of right 


chest. A few crepitant rales about seventh or eighth intercostal 
spaces two inches from middle line posteriorly.” 








THE NEW YORK ACADEMY OF MEDICINE. 


SECTION ON RHINOLOGY AND LARYNGOLOGY., 


Regular Meeting October 25, 1922, 


(1) Interesting Case of Frontal Sinusitis Cured by External Operation. 
Dr. John E. MacKenty. 
Dr. MACKENTY gave the history of a 


case of sinusitis involving both 
sides, with extreme frontal sinus pain. 


A double pan-sinus external op- 
eration was done. The frontal sinuses were almost 
bone formation, which process had entirely shut off all drainage into the 
nose. A wall of bone one-fourth inch thick separated the sinuses from 
the nasal cavity. The frontals were obliterated, the ethmoids exenterated, 
the sphenoids and maxillary sinuses were opened. The headache and 
toxemia were entirely cured. 


obliterated by new 


DISCUSSION, 

Dr. Hays said it was a most instructive case of a patient with occipital 
pain and negative findings in the nose and toxic symptoms which might 
be due to many causes. Fortunately, Dr. MacKenty was able to eliminate 
most of the causes and do the proper thing. It is not always easy to 
decide the question of operation on a patient with negative findings. Dr. 
Hays then cited the case of a patient who consulted him, whose appendix 
had been removed, and who had had other operations for a pain of this 
kind Some of these cases of chronic sinus infections are subacute in 
nature and due to the general condition of the patient. In the majority 
of the cases, however, an operation has to be done, and it is then neces- 
sary to have the entire confidence of the patient. In such cases he would 
tell the patient that he was going to do something which he hoped would 
give relief—and he hoped he would get the same brilliant results as Dr. 
MackKenty. 

Dr. Corrin said he understood Dr. MacKenty to say that at times the 
case gave positive nasal findings. There is still some pus, as there often 
is after operation on an active sinusitis, but more, he thought, than would 
follow an operation on a so-called “latent” case. 
(2) Chronic Headache and Toxemia Due to Sinus Disease 

Operation). Dr. John E. MacKenty. 

‘ase shown, Miss C. Headache severe for two 


(Intranasal 


( 


years, since severe at- 
tack of grippe, ethmoidal and sphenoidal type (lower half headache). 
The sinuses were said to be normal, as no intranasal evidence was dis- 
covered indicating this disease. Three months of observation showed 
that the sinusitis manifested itself at times by exacerbations. Then the 
antra (on puncture) would contain a little muco-pus. Antral puncture 
and sphenoidal washing would relieve headaches for several days. The 
patient’s temperature was never normal in two years. A pan intranasal 
sinus operation was done at one sitting, with a submucous, under local 
anesthesia, resulting in the entire cure of headache and a gain in four 
months of two to three pounds in weight, the temperature becoming 
normal. 





DISCUSSION, 

Dr. LESHURE said the case reminded him of one presented by Dr. Van 
Wagenen several years ago of frambesia, or yaws. The 
pecially thickened, as in this instance, and it would 
know if there was any such element in this case. 

Dr. Corrin said it was not unusual in doing a secondary Killian opera- 
tion to find this kind of bone which Dr. MacKenty had described growing 
in different parts of the sinus,—smooth and hard,—and he wished to 


bone was es- 
be interesting to 


know whether Dr. MacKenty formed any opinion of the cause of this 
hard formation—whether it was associated with the previous operations. 
58 
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If so, that might be a possible argument against manipulating into the 
frontal sinus intranasally. 

Dr. MACPHERSON cited a similar case following external operation, in 
which a very thick sclerotic mass stretched from the orbit to the septum, 
closing the naso-frontal duct 


Stricture of the Esophagus, Caused by Cardiospasm. Dr. Charles J. Im- 
peratori, New York 

Miss C. C., age 25 years, has complained of gradually increasing dif 
ficulty in swallowing for the last six years 

For the past two years she has noted, that if the food was well diluted, 
she might get through a meal without regurgitating part of it 

During this time that she has had the difficulty ir 
has been a decided pouching and swelling of the lower 
and particularly so was this condition noticeable afte 


This swelling in the lower part of the neck could be relieved | 








I € ) vomit 
ing part or all of the meal, or if the meal was small, usually ithin an 
hour or so the condition would relieve itself At tim the welling 
would remain from one meal to another 

The family and past history are of no interest in so far as it concerns 
her present condition and are therefore omitted. There was ‘no history of 


t 
swallowing of a foreign body nor the accidental 
or acids, etc. 
She was first seen in July, 1921, 1 
Amoroso. A general ph) 


~ tllowing of caustic 


iaving been referred to me by Dr 
ical examination that was done 
at that time was negative. She was well nouri 


pouching in neck and the regurgitation < 


erable annoyance, mentall there w 


by the doctor 





hed and except for the 
f food, which caused consid 
as no othe omplaint Her nec 
measurement at this time was 14% inches 


An esophagoscopy was under local anesthesia 





web was seen about 2 « ! 
divulsed and further exami 
cosa appeared normal. 

At 11% inches, 29 c. m., from the upper teeth, there was 


above the cricopharyngeus 





mn of the esophagus continu 





in the lumen of the esophagus, with an angulation 





or kin) The stric- 
ture admitted a 25 Fr. bougie Just above the stricture there w: I 
ulceration of the mucosa for about one-third the lumen and about 1 e¢. n 
in length. This area was cauterized ith 5 per cent silver nitrate and 
no attempt was made to get beyond the stricture at this time Bismuth 
subearbonate was given before and after each meal Radiograph taken 
at this time shows the marked dilated condition of tl ipper esophagus 
the pouching and also the strictu ind the angulation 
Within a month, that is, after four treatments, the ulceration bove 
the angulation had. completely healed, and adual dilatation was done 
at weekly intervals and supplemented by the dail lassage of 25 F1 
esophageal bougie by the patient hersell 
Regurgitation of food was now rare and vomiting only occasional. The 
pouching was present, but very much lessened Within two months, a 
Jackson adult esophagoscope was passed through the stricture Thi 


instrument is about a 40 Fr. 

Further ulceration was encountered just above the cardia and treat 
ment instituted. This condition cleared up in three weeks. At no time 
were we able to get in the stomach because of the severe spasm which 
was evidently excited by the examination. As the spasm and the exami 
nation caused so much discomfort to the patient, and as general anes- 
thetic was refused—feeling that she had been so much improved by the 
treatment—the beak of the esophagoscope was never used as a dilator 
in the cardia. 

Using a black silk thread as a guide, it was very easy to introduce the 
beak in the,lumen of the cardia and the stomach was entered, the whole 
procedure taking a very short time. This was done without an anes- 
thesia and it was remarkable how easy the esophagoscope went through 
the cardia, there being but slight resistance and only for a moment. 
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The results following this procedure were very satisfactory. She was 
able to pass the bougie—a number two McKenzie-Ingals oval bougie— 
into the stomach. Occasionally she experienced difficulty in withdrawing 
the bougie, it being held by spasm of the cardia. The spasm would sud- 
denly be relaxed and the bougie could easily be withdrawn. 

The pouching still continued, but was considerably lessened. There 
was no regurgitation and in May, 1922, the cardia was divulsed, using a 
Mosher dilator. The first time the dilatation was about 40 Fr. and three 
subsequent dilatations of 50 Fr. 

The last radiograph shows a very rapid passage of the barium suspen- 
sion through the esophagus; the progress being so fast as to render it 
difficult in obtaining a full outline of the tube. In the recumbent position 
there is seen the dilatation of the upper third of the esophagus—much 
lessened and no evidence of the stricture. This is what was reported by 
Dr. Quimby, the radiographer. 

The last esophagoscopy that was done showed a normal appearing 
mucosa, with a suggestion of dilatation and the area where the stricture 
and angulation were, considerably straightened out, so that there was no 
difficulty in passing the esophagoscope. 

What the factor was that produced the cardiospasm, no explanation is 
attempted; possibly, such a condition as suggested by Mosher of obstruc- 
tion or adhesions of the esophagus in the liver tunnel. However, in this 
case it is merely conjectural and no attempt at solution of the cause ean 
be given. 

The ulcerations were produced by the decomposition of the food in the 
esophagus, which in turn produced the stricture and angulation and these 
in turn produced the dilatation. All were caused by the cardiospasm. 


Double Chronic Frontal Sinusitis. Epidural Abscess of the Frontal Re- 
gion. Dr. Charles J. Imperatori, New York City. 

James Hugo, aged 27 years, born in England, was admitted to Bellevue 
Hospital April 7, 1922, complaining of severe frontal headache. Seven 
weeks previously he had had the “flu” and has had a swelling over the 
forehead for the past three weeks. This swelling had been incised by a 
physician and considerable pus evacuated, but with little relief, as re- 
gards his headaches. 

For the past year he has had considerable headache over both frontals, 
but has had very little nose trouble, excepting that some polyps had been 
removed six months previously, from both sides. There was no veneral 
history and his past history was negative. 

Physical examination shows a well nourished but spare individual. 
Heart and lungs are normal, with a temperature of 104° and pulse of 
120. Total lecocyte count was 12,000 and a polynuclear count of 84 per 
cent. + 

Over in the mid-frontal region there is a fluctuating mass with a sinus 
in the mid-line and which, on probing, extends baekwards for about one 
inch. 

The extent of this abscess is about one and three-quarters of an inch 
in diameter, two-thirds of it being on the right median line. The internal 
boundary feels soft and, excepting at the periphery of the abscess, can 
bone be felt. 

The radiographs showed both frontals cloudy and an area of clouding 
over the abscess. It was decided to explore this abscess and open both 
frontals. 

The operative procedure was as follows: the opening in the abscess 
was enlarged and it was found to be in direct communication with the 
dura on the right side. There was considerable necrosis of the bone and 
the dura was covered with granulations. Most of the bone removed in 
order to get to healthy dura was on the right side. By probing it was 
found that here was a communication with both frontals and both were 
opened through the usual Killian incision. Both fronto nasal ducts were 
enlarged, removing a large mass of celis situated on the posterior parts 
of the orbital process of the superior maxilla on both sides. Wounds 
were left open. 
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Post-operative notes show that the patient was relieved from his head- 
aches immediately and was out of bed on the fourth day. Temperature 
and pulse normal. The wounds granulated similar to the healing of a 
mastoid and there is comparatively little deformity. It is proposed to 
do a plastic in the mid-frontal area in order to lessen the deformity, and 
when this is done the patient will be recalled before the Section. 

DISCUSSION. 

Dr. MacKeEnty said the case was very interesting because Dr. Impera- 
tori got such a good cosmetic result; and then cited a similar case in 
which it took him eighteen months to cure the patient. She had an 
enormous epidural abscess on one side, which was opened and drained, 
and as it was getting well she developed a similar condition on the other 
side. After that, the first one started up again and showed the same 
kind of epidural abscess as at first. It was a clinic case, and evidently 
the wound on the first operation was not kept open long enough; at the 
third operation, on the first side, there was an ounce of pus in the ab- 
scess. The condition was finally cured, but the patient had a very bad 
deformity. 

Dr. MACPHERSON inquired whether a bougie was passed into the ulcer- 
ated esophagus by the patient. 

Dr. IMPERATORI, referring to the first patient, said that the patient was 
not permitted to pass the bougie herself until the healing of the ulcera- 
tion. Then the stricture was dilated. There was no bougieing—further 
down—until the lower ulceration had healed. 

In his opinion this was rather a rare condition; the interesting thing 
was, that the cardiospasm could be seen plainly through the esophago- 
scope. 

In order to be sure to get into the cardia the first few times, the pa- 
tient swallowed a black silk thread and, using this as a guide, it was 
easy to pass the esophagoscope into the stomach. 

Regarding the second case: the man did not have a very deep frontal 
sinus, hence there was very little deformity. 

As to the deformity in the mid-line, he was willing to accept this, for 
there had been an osteomyelitis present and the dura was covered with 
granulations, and the wound had been left wide open. 

In these frontal sinus conditions, in order to obtain a permanent cure 
it was necessary to obliterate the space and this is accomplished by press- 
ing the skin directly into the cavity and keeping it there. 

This man made a prompt recovery, but it was feared that he had a 
frontal lobe abscess and he was carefully watched for any neurological 
findings, none of which appeared. 

Dr. MacKENTy agreed with Dr. Imperatori that if the sinuses were 
obliterated in that manner it would undoubtedly be cured; if the pa- 
tients would be satisfied to have a hole like that left in the head, it 
would be easy; but in these cases the surgeon is between the devil and 
the deep sea in trying to cure without leaving a deformity. 


Tumor of Nose: For Diagnosis. Dr. Francis W. White. 

The patient had had a rib transplant, done six months ago. She got 
along very well until about six weeks ago, when a little tumor presented 
itself at the site of the incision. There did not seem to be any fluid 
inside. 

Dr. White said he had not seen anything like it before, and presented 
the case for diagnosis and suggestions as to treatment. 

DISCUSSION. 

Dr. Hays thought that the tumor was associated with the graft. Hither 
it was a small granuloma which could be curetted or be treated by ful- 
guration with the high frequency. 

Ten years ago he put a graft in a case, and in a few days after the 
operation the patient developed a mild temperature and there was some 
suppuration from the wound. That cleared up nicely, and the wound 
healed; and after that there was an extrusion of the lower part of the 
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graft, and finally a little granuloma appeared at the inner canthus of the 
eye; this finally became a fistula and the graft had to be removed. The 
course of events occupied six months. Then he lost track of the patient 
for a year; but she came in on Christmas morning and he did not rec- 
ognize her, she looked so well. Firm corrective tissue supported the 
nose. He did not think Dr. White ought to be discouraged about this 
tumor. 

Dr. WHITE replied that he was not discouraged about the ultimate re- 
sult; that was assured. It was merely diagnosis and the method of re- 
moval to be considered. It was probably a cystic formation from the 
edges of the wound—an inclusion cyst. The graft was one with perios- 
teum on it, which were the only ones with which he had had any trouble. 
One disappeared entirely; two others had the same kind of yellowish, 
straw-colored fluid as this one had at first. What he had wished to get 
was suggestions as to its removal; he had thought of a very slow strangu- 
lation, by means of horse-hair ligations frequently applied so that it 
would become pedunculated and could be removed with a slight nip of 
the scissors. 

He did not agree with Dr. Hays, as the transplant was firmly fixed and 
there should be marked signs of fluid if necrosis was taking place, es- 
pecially with a tumor of such proportions. 


Case for Diagnosis. Dr. Harold Hays. 


The patient was a man who had suffered an accident to his face about 
five months previously. The injury was not severe enough to cause any 
particular alarm, but about two months later a tumor developed on the 
side of the face and increased to the size as presented. There was no 
pain or particular sensation, except a feeling of some swelling. The pa- 
tient was first seen a few days previously, and was presented to get the 
opinion of the members concerning it. It was partly movable and had 
the feeling of being partly bone and partly cartilage. 

DISCUSSION, 

Dr. FREUDENTHAL thought there was some fluid in the mass that could 
be proven by inserting a needle. 

Dr. Hays said that a number of the men had examined the tumor and 
expressed various opinions—ranging from osteosarcoma to chondroma; 
some thought it was probably cystic; others, not. His own diagnosis, to 
which he still adhered, was that it was a dentigerous cyst which had 
ruptured in that region. He had seen cases of that kind before, but did 
not feel that there would be any way of establishing the diagnosis until 
an operation was performed. He hoped to be able to later show the 
patient and the tumor. 


Sub-Glottic Edema Due to Acute Lymphatic Leukemia. Dr. L. Hubert. 
DISCUSSION. 


Dr. DANzIGER asked what Dr. Hubert meant by leukemic infiltration. 

Dr. Hurp said that leukemia did give a submucous infiltration simu- 
lating an abscess, and cited a case of leukemia in which a man had some 
difficulty in swallowing. A white membrane was visible on the arytenoid, 
and it was supposed to be some complication of leukemia. He developed 
acute pemphigus and died. The skin looked like a typical case of chick- 
enpox. The leukemia was complicated with acute pemphigus, and the 
lesions were all over the body. 

Dr. Hupert, replying to the question about leukemic infiltration, said 
it was the same as found in the skin, namely, an infiltration of lym- 
phocytes in the subglottic tissues. 


Traumatic Rupture of Esophagus During Dilatation, Mediastinal Infec- 
tion, Drainage Through Bronchus. Dr. H. H. Forbes. 

Mildred F., age 8 years, represents a type of stricture which I believe 
will be of interest, first, as the cause of the stricture was the swallowing 
of a solution of lye, one of the numerous washing powders which can be 
purchased from any grocery and which Dr. Chevalier Jackson and all 
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bronchoscopists condemn on all occasions. Following the primary acute 
symptoms there was the regular course of events in this type of trauma 
to the esophagus, and she finally came to the babies’ ward of the New York 
Post-Graduate Hospital for the relief of the stricture which had devel- 
oped. The long period which the dilatation covered is of interest. First, 
we meet with a complicating pertussis, which delayed our work; later, 
influenza, pneumonia, and other medical conditions,—all preventing a 
continuance of our efforts at dilatation at the proper intervals. How- 
ever, With much care and considerable worry, the stricture was finally 
dipated to the point where not only soft vegetables but pieces of meat 
could be swallowed. During my absence in France, periodic dilatations 
were made, the last on August 17. At this time the regular method 
which we had been employing was used. The child was taken home the 
day following and was not heard from for a week, the mother reporting 
at that time that the child had been ill with a high fever, prostration, 
and great difficulty in swallowing. Thinking of both a pneumonia and 
an esophageal complication, the child was admitted to the hospital on 
September 24. The child had a fever which continued at 102-4° for 18 
days. Swallowing was difficult and limited to small amounts of liquid, 
which caused severe coughing and, at times, retching. At that time 
there were indefinite physical signs noted in the right chest. The second 
X-ray picture shows the stricture as it existed some time ago; the sec- 
ond gives, briefly, the following: “Bismuth esophageal mixture shows a 
dilatation of the upper two-thirds of the esophagus, a canalization for one 
inch, below which the canalization becomes irregular, suggesting the 
bismuth mixture to have infiltrated the surrounding tissues;” also noted 
“a central pneumonia, right.’”” September 12, the X-ray report reads: 
“An evacuated abscess in the central lung field near root of right lower 
lobe.” September 16: “Abscess partly filled, general extension of the 
broncho-pneumonia.” September 27: “Pronounced recession of the bron- 
cho-pneumonia before noted.” October 6: “Bronchiectatic cavity filled.” 
Since September 18 the patient’s temperature has been normal, with the 
exception of one rise, due to a stomach upset. 
Diagnosis: Rupture of esophagus: Recovery. 


DISCUSSION, 


Dr. MacKrnty wanted to know what was going to happen to the child; 
it had had a normal temperature for a month. The question whether 
attempt to further dilate the stricture, and if so, by what method. 

Dr. Maysr said these cases were by no means rare, but he hoped Dr. 
Forbes would make a change when he reported the case. Not only did 
Chevalier Jackson make a protest against putting up lye in the same 
looking can as milk, but every man who does bronchoscopy has also pro- 
tested, and his example should be followed by every one of us. It was a 
shame and a crime that we do not have legislation making it a penal 
offense to put lye in a container looking like foodstuff, to be kept in the 
kitchen without a poison label. 

He did not, however, think the rupture occurred quite as Dr. Forbes 
mentioned in his case, but rather that on manipulation there was a 
rather slight break instead of a rupture, for he hardly thought the young 
patient would have lived had the latter been the case. Probably the rea- 
son the child was doing so well was that the thin surface might have 
been stretched and over-stretched, but not that it was actually ruptured. 


Traumatic Rupture of the Esophagus. Dr. Ernst Danziger, New York 
City. 

Dr. DANZIGER said that he had presented a case about ten years ago, 
which showed how a patient could recover, if the gods are willing. A 
woman had swallowed a fishbone. Attempts of pushing down the foreign 
body by means of a sound had been made somewhere else. She was not 
relieved and after two weeks, when she could not even swallow water, 
she was brought to my office, where I passed an esophagoscope under 
local anesthesia. About six inches from the teeth I found a complete 
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obstruction. While withdrawing the instrament a sudden gush of ill- 
smelling pus occurred. By gently pushing the instrument further down 
I saw the pus well through an opening in the posterior wall of the gullet. 

Expecting a purulent mediastenitis to occur, I transferred the patient 
immediately to the hospital, where she was put in the Trendelenberg po- 
sition, to promote drainage. She recovered without any acute symptoms 
within two weeks. An Roentgenogram showed a big round circumscribed 
mass in the retro-mediastinal space. Many explanations were given dur- 
ing the discussion, but I believe that we had to deal here with a secon- 
dary infection of the glands, which suppurating, formed an incapsulated 
abscess. During the manipulation the abscess broke into the gullet and 
drained per vias naturales. 

DISCUSSION, 

Dr. IMPERATORI said that the interesting thing to him in this case was 
the spontaneous recovery from the lung abscess. While he had his doubts 
about the utility of lung irrigation in chronic lung abscesses, he felt that 
lung suction per bronchoscope was indicated in acute lung abscess. 

There were some cases that recovered without treatment and in some 
postural drainage gave as good results as suction per bronchoscope. 

Most men believed that chrenic lung abscesses were a streptococcus 
infection, but he doubted this, for five chronic lung abscesses that came 
to necropsy showed tubercle in the periphery of the abscesses and, strange 
to add, none of these cases showed tubercle bacilli in the sputum, 

Dr. LEDERMAN said he wished to corroborate some of Dr. Imperatori’s 
statements in regard to lung abscess, and then cited the case of a girl 15 
years of age, with infection of the lung following sinus infection and 
jugular thrombosis, in which the question arose as to whether the indi- 
cation was to go into the lung externally or to wait for a short time and 
see whether it would take care of itself. The surgeon who saw the case 
hesitated to operate on account of the serious condition of the girl, and 
within forty-eight hours the patient expectorated a quantity of fetid pus 
and continued to do so for some days. Her symptoms then promptly 
improved and in a few weeks she made a good recovery. The young 
woman was very sick and five months pregnant at the time of the origi- 
nal operation when the jugular vein was ligated, and on the third day 
following the operation she aborted, but in spite of the complications she 
made a prompt recovery. Pain was experienced in the right side of the 
chest five days after the ligation of the jugular vein, especially on per- 
cussion near the sternum; moist rales were heard in this side in the 
axillary line. About this time diminished and distant breathing was 
noted, and paroxysms of cough with purulent and foul odor expectoration 
appeared. On attempting to assume a sitting posture in bed, severe 
coughing attacks occurred and an unusual quantity of malodorous pus 
was expectorated. An exploratory puncture was not attempted for fear 
of infecting the pleural cavity. The radiograph showed an opacity at 
the right side extending from the eighth rib to the base of the lung. 

Dr. Forses said there was little to be added. It did seem from the 
X-ray findings and with the bismuth infiltration, as shown in the X-ray, 
that we had a definite picture of a ruptured esophagus. At this sitting, 
as had been done at the five or six other treatments, introduction of the 
Jackson bougie through the esophagoscope was the method of procedure. 
Probably the stricture received a little more firm pressure than usual. 
At that time the dilatation went up to 30F. Dr. Forbes had never been 
able to get more than 27-28. Another interesting point was the asso- 
ciated lung abscess; was it due to infection? As we had never been able 
to pass a tube in this child without a general anesthetic, this may have 
been possible. Up to the present time the child is doing well, but was 
able to swallow only a small quantity of liquid food. 


Death from Status Lymphaticus, Following Chloroform Anesthesia. Dr. 
Isaac C. Heller. 

On November 9, 1920, I was called to see a boy of 4 years, with a 

double otitis media. About ten months before he suffered from a similar 
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infection, complicating a severe broncho-pneumonia. Both drums were 
then incised without anesthesia. This time, because of the child’s cry- 
ing and struggling, the mother insisted upon his receiving a general an- 
esthetic. The family physician had given him a thorough physicai ex- 
amination the night before at the first visit, and aside from the ears 
nothing abnormal was found. 

Patient was placed on a table and given no more than 20 drops of 
chloroform on an open inhaler. As he relaxed the right drum was in- 
cised, mask removed and no more anesthetic administered. Child was 
turned over and left ear opened. He was then laid flat on his back and 
nose and throat inspected, which, because of his struggles, had not been 
satisfactorily accomplished before this. During all this there had been 
nothing about his manner, appearance, pulse or respiration to excite the 
least suspicion. I cleaned and packed my instruments, gave the routine 
instructions, which consumed about five minutes more, and left. Patient 
was still on the table, sleeping quietly as usual after an anesthetic. 

Dr. K. of course remained, and I had been gone about five minutes 
when, without the slightest warning, heart action and respiration ceased 
without his having regained consciousness, As stated, there had been 
given less than twenty drops of chloroform and none at all for twelve to 
fifteen minutes prior to expiration. Death therefore could have been 
caused only indirectly by the anesthetic. 

Autopsy the next morning, by the medical examiner, showed a large 
thymus, many abnormal abdominal lymph nodes and Peyer’s patches. 
The fatality was directly due to a status lymphaticus and indirectly to 
the chloroform. 

Incidentally, I had that rare opportunity of witnessing a post mortem 
on an O. M. P. A. of less than twenty-four hours’ duration. Middle ears 
contained free pus with mucous membranes intensely injected. Pus and 
congestion extended into the antri and on the right, or worse, side ra- 
diated throughout the mastoid cells. On the left, which had been in- 
volved only since early morning, the process was limited to the antrum 
alone. These findings substantiate the contentions of those who hold that 
an acute purulent otitis, even at the outset, is not confined to the middle 
ear, but involves the mastoid as well. it also accounts for those cases of 
early pain and tenderness behind the ear. 

An Accident with Novocain. Dr. Isaac M. Heller. 


On Saturday morning, September 23, 1922, I was to do a tonsillectomy 
on an adult male of 23 years. I personally made up a five-sixths per cent 
solution of novocain by dissolving two procaine tablets of Metz Co. (each 
containing 0.125 gm. of procain and 0.000125 gm. suprarenin) in 30 cc. 
water. This was boiled and cooled. The first syzinge full of solution 
(5 cc.) was injected slowly just external to the upper pole of the left 
tonsil. The needle was no sooner withdrawn than I noticed his eyes roll 
upwards and he toppled forward into my arms. Placed at once on the 
floor, he went through a severe general convulsion, which lasted about 
60 seconds (but seemed longer). He turned blue, bit his tongue badly 
on the left side, frothed somewhat and would have hurt his head on the 
floor had he not been prevented. After relaxing from the convulsion, 
pulse and respiration apparently had ceased. Artificial respiration and 
tongue traction were instituted and after perhaps another minute he re- 
sumed breathing. Patient was put to bed and remained unconscious for 
a half hour. Recovery was then uneventful and, aside from pain in his 
head and tongue and some general soreness, he elft for home five hours 
later as well as when he came. 


There can be but one explanation for this unfortunate occurrence. The 
needle entered a vein and the whole 5 ce. of solution poured directly into 
his circulation. As it was the first injection, it could not have been due 
to general absorption from accumulated or excessive dosage. Since the 
above, I have adopted the routine of disconnecting the syringe from the 
needle after insertion to determine whether or not a vessel has been en- 
tered before pressing the piston home. 
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Some eighteen years ago I had a similar experience. A boy of 12 years 
was exposed to diphtheria and it was decided to immunize him. I in- 
jected 1000 units of antitoxin between his scapulae. He immediately fell 
to the floor, had a mild convulsion, was unconscious for some ten min- 
utes, but was himself again the next morning. At the time I thought it 
might have been due to the serum, which did not enjoy the firm position 
it now holds in the medical world. Investigation at the Department of 
Health, where it had been made, assured me that there were no other 
accidents from the same batch of serum and this was an isolated case. 
The conclusion was reached that the antitoxin had entered the circulation 
at once, a procedure now considered therapeutically correct under proper 
circumstances and precautions, 


Blindness and Death Following Intranasal Sinus Operation. Dr. Isaac 
M. Heller. 

At 9:30 p. m., November 7, 1921, I was called to see a man of 21 years, 
because of blindness of the right eye, and given the following history: 
For some time he had suffered from moderate and occasional attacks of 
asthma and had consulted Dr. X. The latter’s examination showed there 
was a chronic affection of both ethmoids and advised an intranasal op- 
eration. 

The left side was exenterated by the doctor (a general practitioner, 
doing more or less nose and throat work) on the Saturday previous with- 
out unusual occurrence. The day following at 3 p. m., the patient re- 
turned for operation on the right side. So far as could be learned, the 
operative procedure was the same as on the previous day. 

During the course of work the patient complained of pain and sud- 
den loss of vision in the right eye. Nothing further was done beyond 
loosely packing the nose with iodoform gauze and sending him home. 
It was about 30 hours later that I was called. He had a temperature of 
101°, moderate, generalized headache, but was perfectly rational. The 
mucous membrane of both sides was too swollen to make a satisfactory 
examination of the interior of the nose. Left or first side was dry, but 
from the right (packing had been removed) there was a slow but con- 
stant rivulet of watery blood which did not clot. Pupils were equal, 
normal and reacted consensually. Right eye was completely blind. 
Fundus showed no pathological changes except perhaps a slight disk 
paleness as compared with the left. 

With the absence of fundus changes which must necessarily follow any 
bulber injury sufficient to have caused instant blindness, one must con- 
clude. that the optic nerve itself had been severely traumatized, if not 
indeed severed. I furthermore called the doctor’s attention to the head- 
ache and temperature as the probable forerunners of a meningitis (there 
being no other signs) and to watch for same. At 9 the next morning Dr. 
X. reported a rise of temperature to 103° and a decided increase of head- 
ache, whereupon I advised his immediate admission to the hospital. He 
arrived there at 10:30 and for a half hour there was no change. At 11 
he became irrational and violent to the extent that restraint was neces- 
sary to keep him in bed. I saw him soon after and he showed unmis- 
takable evidences of a marked meningitis. He was restless and irritable, 
recognized no one, lay with head markedly retracted, while Babinsky, 
Kernig, etc., were readily demonstrable. One noteworthy sign persisted: 
the constant trickling of thin, pale blood from the right nostril, as seen 
the night previous. Spinal puncture revealed a fluid of the same char- 
acter and under considerable pressure, which proved to contain hemo- 
lysed blood. Smears showed the presence of many streptococcus hemo- 
lyticus, while cultures of the same organism grew in a few hours. Pa- 
tient became rapidly worse and died at 10 that night, or about 56 hours 
after operation. The outstanding point besides the virulent infection 
and rapid progress was the constant escape of cerebro-spinal fluid from 
the nostril (positive proof that the cranial cavity had been entered) and 
its power to hemolyse blood on its downward course. 

No autopsy being permitted, one must conclude that an instrument had 
penetrated the anterior cerebral fossa, probably through the posterior 
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ethmoidal cells, and severed the optic nerve. As a rule these nerves, 
after leaving the optic commissure, run along at a fairly safe margin 
above and externally to the cells. Not infrequently, however, as Onodi, 
Skillern, Loeb and others have demonstrated, they lie directly on the 
roof or against the outer wall of the ethmoidal labyrinth. In the case 
cited, such an anomaly undoubtedly obtained. It moreover emphasizes 
the fact that an intranasal ethmoid operation is not to be undertaken 
lightly, and this is just now particularly apropos because of this opera- 
tion’s recent popularity for the relief of retro-bulbar neuritis. Of course, 
it might be maintained that the aforementioned case was done by an 
inexpert. Nevertheless, he did one side without accident, and one must 
assume that the second was done with equal care and skill. No one can 
foresee all the anomalies in intracranial anatomy, but he can be on his 
guard and use his instruments with the utmost care and gentleness when 
working within the “danger zone.” 
DISCUSSION, 

Dr. Emit MAyer said he had asked Dr. Heller whether his patient who 
received the injection of novocain was sitting up and he said “Yes,” not 
lying down. 

Some of those present were aware that the speaker was particularly 
interested in the question of deaths following the use of local anesthetics. 
He had been chairman of two committees and had presented two reports. 

As a result of the recommendations of his committee the trustees of 
the American Medical Association, by a vote of the house of delegates, 
asked Dr. Mayer to continue the investigation from the 
medicine where local anesthesia was used. 

This committee is now at work, thousands of letters 
out and some replies are already at hand. 

Without in any way anticipating the report of his committee, he was 
glad to say that the final report bade fair to be of absorbing interest and, 
he trusted, of value. 

From the medical examiner in chief of New York county he was in 
receipt of reports of twelve deaths, most of them with autopsies. 

The committee would compare the number of deaths occurring in the 
various specialties and report as to which part of the body seems to be 
more sensitive than the other, and to make such recommendations as 
would prevent the entirely unnecessary deaths that are now labeled 
“mistake of nurse.” 





entire fields of 


have been sent 


Dr. Mayer then made a plea for better co-operation from the members 
of the profession in collecting these statistics. He had found it very rare 
to get an answer to the first letters sent out, although it was faithfully 
promised that no names would be mentioned and that any communica- 
tion would be held strictly confidential. He felt lucky when he got an 
answer to a third or fourth letter. Sometimes it was necessary to get 
the aid of a colleague with influence in the same town to endorse the 
request, and prevail upon his associate to aid us in our most exacting 
but interesting and important study. 

Dr. Mayer said that Dr. Heller’s communications were extremely im- 
portant, and he commended the courage and fairness and fullness of the 
reports. One of the best papers he had read in years was a collection of 
fatal effects following nose and throat operations by Dr. H. W. Loeb, pre- 
sented at the last meeting of the “Trilogical’” Society. It was only by 
such frank statements made before each other that this absolutely essen- 
tial information could be obtained. 

In reply to an inquiry regarding posture Dr. Mayer said that when the 
patient is seated upright the heart is having all the work it can do; and 
no one can judge what it will do in the course of a part of a second. We 
have no conception of time as illustrated in the passing of a race horse 
before us, but taking a slow moving picture of this, every single action 
will be seen, and then one can get a conception of all that could happen 
in the flash of a second. In that very moment where the patient is being 
overwhelmed by the poison, if his heart has just a little less to do he 
might be able to tide over the danger. In the 47 deaths that had been 
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collected by Dr. Mayer, every single one had died within three minutes. 
If they didn’t die then, they were not killed by the local anesthetic. 

Dr. Hurp inquired how many were sitting up and how many were lying 
down. 

Dr. MAyer replied that he was under the impression that all were sit- 
ting up. 

Dr. J. J. Kine said that he had employed local anesthesia a great deal 
for nose and throat work, and for a long time had operated on all pa- 
tients in the recumbent position, and even had given a sedative in the 
room and had them carried from the room to the operating table on a 
stretcher and then transferred to the table. As Dr. Mayer had said, in 
some cases the recumbent position is sufficient to tide them over the 
danger point. 

Another point brought out by Dr. Heller’s very valuable report was 
the slow introduction of the anesthetic, which will decrease the danger 
from the drugs. 

Dr. Hurp said it was not always the local anesthetic that was to blame, 
and told of two patients who had died under general anesthesia, both 
from ether, one right away, and the other after three hours. One case 
was a tonsillectomy, the other a submucous and tonsillectomy. 


As to local anesthesia, for about four years it had been his practice to 
keep every case of any moment prone for about 45 minutes before and 
during the operation, and during this time he had never seen a so-called 
fainting spell, turning white, or anything of the kind. All had been pre- 
ceded by morphine and hyoscin. The pulse stays up and is only altered 
by adrenalin. He was more afraid of the anesthetic than of the opera- 
tion, and was very careful to keep the needle going all the time: For 
instance, in a tonsillectomy he injects 10 cc. of one-half per cent novo- 
cain; puts in one quarter, and watches, then puts it in the other side. 
The first tonsil is operated upon while the second tonsil is being co- 
cainized. He divides the work, thus, and watches the anesthetic very 
carefully, and never uses any combination. The thing to look out for 
was the danger of injecting the anesthetic into the vein; it should be 
done very slowly and carefully. It is his habit to precede all operations 
of any moment with hyoscin and morphine. 


This fall he had occasion to change his office nurse; the former ones 
all used plain water, but this one decided to go back to bicarbonate of 
soda when she sterilized the needles, and the morphine did not work; 
the patient was given % a grain of morphine, and yet it did not work; 
neither would novocain work. The slight percentage of alkali threw the 
anesthetics out. 

Dr. Hays said it was generally agreed that all operations under local 
anesthesia should be done in the recumbent position. Most men thought 
they could not do a tonsil operation in a recumbent position without the 
blood going down the throat, but it could be done very easily by giving 
morphine before the operation. Two things were of importance: the 
solution should be freshly prepared before each operation; many mis- 
takes have been made by allowing preparations to stand for a certain 
length of time before using them. It did not seem to make any differ- 
ence whether one used cocain or novocain. 


Second: the injection should be made in the proper line of cleavage, 
being careful not to get into a vein. If one is careful to get into the 
loose areolar tissue, there was not much pressure, and whatever escape 
of fluid was necessary would come through the crypts, etc—but the re- 
cumbent posture was the most important feature. 

Dr. HELLER said he never allows his office nurse to make up a solution 
for local anesthesia; and cited an instance in which Dr. Parker Syms 
was to make an injection for hemorrhoids of one-half per cent of cocain, 
and the nurse made up a 20 per cent solution and nearly killed the pa- 
tient, and others had had similar experiences. It was necessary to be 
very sure of the solution, and neither novocain nor any other solution 
similar should be used after 24 hours’ standing. 











SOCIETY PROCEEDINGS. 69 


He had at times and occasionally still employs the recumbent position 
in operations under local anesthesia, but until this thing happened he 
had never had occasion to regret using the sitting position, and he did 
not feel that in this case the position was the cause of the accident; the 
solution was introduced directly into the vein, and it was more than the 
patient could stand. Dr. Heller said he did not see how lying down,— 
except as Dr. Mayer explained it was the “last straw that broke the 
camel’s back”—could make any difference. He no longer uses cocain for 
swabbing throats. He changed to get rid of the objections in the report 
of Dr. Mayer’s committee, where fatality was ascribed to the preliminary 
use of cocain. Nothing is of such importance as this question of anes- 
thesia and anesthetiers. As Dr. Hurd said about his cases, death due to 
status lymphaticus may happen with ether. He had always himself felt 
that it might have been because of the use of chloroform. 


SECTION ON OTOLOGY. 
_November 10, 1922. 


Surgery of the Labyrinth. What Are the Signs and Symptoms Which 
Indicate the Necessity for Surgical Interference? Dr. E. B. Dench. 

The first thing to e considered is the history of the case. Is the laby- 
rinthine invasie= or are the evidences of labyrinthine invasion the 
sequence of a chronic or (an acute) middle ear suppuration? The old 
German dictum that in every case of dead labyrinth, the labyrinth should 
be removed, is wrong. Dr. Dench said that he had numerous instances 
proving that with a dead labyrinth showing no symptoms, the labyrinth 
shouid be let alone. In cases showing symptoms following suppuration, 
the condition is entirely different. The question is whether the case is 
acute, or chronic with an acute exacerbation. The procedure is different 
where the symptoms come on as the result of chronic middle ear suppu- 
ration or when there is an acute otitis media suddenly developing 
labyrinthine symptoms. With a dead labyrinth, showing no hearing, no 
symptoms, all the special tests, turning and caloric, negative, you can 
let the labyrinth alone. If, however, you have symptoms of labyrinthine 
infection coming on with a chronic suppuration or following an acute 
middle ear suppuration, the condition is quite different. In a chronic 
case, much depends upon the history. If the patient has had frequent 
attacks of vertigo, and the examination shows nystagmus, etc., then you 
should not remove the labyrinth for the reason that with this chronic 
suppuration you have a certain amount of walling off of the area trian- 
gularis which will protect the patient from invasion of the meninges. 

If the case follows an acute suppuration, we have to depend largely on 
the severity of the symptoms, the temperature and the blood count, and 
the condition of the spinal fluid. The blood count, of course, is an indi- 
cation of the severity of the process on the one hand and the resistance 
of the patient on the other. In the case of an invasion with a high white 
cell count and a moderate polymorphenuclear count, Dr. Dench is in- 
CLINGUETO  Wikkks  h.6. cece The high white cell count shows that nature is 
doing her best to resist the invasion of the polymorphonuclear leucocytes 
when numerous show that the process is not being controlled. You can 
wait until a little walling off occurs and operate with more security, and 
possibly let the labyrinth alone entirely. 

The same applies to labyrinthine invasion following acute suppuration. 
Dr. Dench said he had been wrong sometimes and lost a patient, but had 
been right at other times, and unless the symptoms were very much 
exaggerated—a high temperature, high white cell count, turbid spinal 
fluid and high cell count in the spinal fluid—one can wait a few days 
until nature has walled off the area triangularis, etc., in the hope that 
the concussion incident to the use of the chisel in exenterating the laby- 
rinth will not cause a rupture of the adhesions and so cause infection of 
the entire cerebro-spinal system. 
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Dr. Dench then cited the case of a patient who did well for four weeks 
after a mastoid operation, and suddenly while in a theatre was attacked 
by severe vertigo and nystagmus. That was before the days of the caloric 
reaction and before the employment of spinal puncture..... In that 
case he waited for about ten days, then removed the labyrinth and the 
man made a complete recovery. In another case of acute suppuration 
with sudden labyrinthine symptoms, operated upon ears, the patient re- 
covered. In still another case the patient was operated upon for an acute 
mastoiditis, the infection being streptococcus capsulatus. Two and a 
half weeks jlater the man was seized with sudden vertigo, and was admitted 
to the hospital. He had a moderate temperature (101°) and the character- 


istic symptoms of labyrinthine invasion, dead labyrinth, etc. .... The 
man had a moderately increased spinal cell count, temperature never 
above 101°, vertigo,..... and had a dead labyrinth—no reaction at 


all. In the blood picture the polymorphonuclear count was not high; 
the white cells, about 1200. Several lumbar punctures were made and 
the fluid showed a gradually diminishing cell count. The man was get- 
ting better, the symptoms were disappearing, and it seemed advisable 
to wait for walling off, lest otherwise he might develop a meningitis. 
He did very well for two weeks, and suddenly, when he seemed to be 
practically out of the woods, the temperature shot up to 105°, and it was 
too late. It proved to be a case of fistula in the horizontal semi-circular 
cana! and caries of the cochlea. Apparently the infection had traveled 
through aqueductus cochlea..... That case was a great disappoint- 
ment to Dr. Dench, for he and the laboratory were in constant communi- 
cation regarding it, and the laboratory agreed with him that the course 
of “watchful waiting’ followed was the proper procedure; nevertheless 
in that case he was wrong, though he had been right in regard to some 
others. It is, of course, a very difficult matter to decide when to operate, 
and no one has any right to lay down any absolute rules as to the indi- 
cations for opening the labyrinth. It is a very complex question, and 
one must depend almost entirely on the history and the results of the 
rotation and caloric tests (the latter being the more important, as with 
the rotation test one is easily deceived on account of rapid compensa- 
tion), upon the suddenness with which the symptoms develop, upon the 
high temperature and blood count, and the high cell count in the cerebro- 
spinal fluid. Contrariwise, if the case shows a moderate temperature, a 
low cell count in the spinal fluid; and if several lumbar pictures are 
made and the cell count shows a gradual diminution, indicating a cer- 
tain amount of walling off, and if the symptoms disappear, then it is 
probably best to let the labyrinth alone. 

Dr. Dench said he was impressed with the soundness of this advice, 
for when the labyrinth was first interfered with one used to hear of 
many labyrinthine operations and many deaths from meningitis. Within 
the last last five years at St. Luke’s and at the New York Eye and Ear 
Infirmary he has done very few labyrinthine operations—not nearly so 
many as in the five years previously—and has not had so many deaths, 
so feels convinced that, on the whole, the more conservative one is the 
better in results. A dead labyrinth, in a chronic ear, giving no symp- 
toms, should be let alone and not interfered with. Naturally, the degree 
of illness (so to speak) of the patient must be taken into consideration. 
One patient may have few symptoms but seem very ill, while another 
may have more symptoms but seem to be doing pretty well. 

There are two other classes of cases to be considered—one, the circum- 
scribed labyrinthine condition. Let them alone. In these cases it is Dr. 
Dench’s invariable practice to curette gently the carious wall, but not to 
enter the lumen of the canal and then pack the area off and trust to the 
formation of adhesions to protect the labyrinth. He has seen a great 
many cases of this class. 

Then there is another class of cases when total obliteration of the 
labyrinth has been suggested for the relief of vertigo. Every man has 
seen such cases; but a patient must have a very severe vertigo indeed 
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before Dr. Dench would undertake to interfere with his labyrinth unless 
there were other conditions also present demanding it. He would prefer 
in such cases to take the chances of resecting a portion of the auditory 
nerve, which is not a more dangerous operation than labyrinthine resec- 
tion in these cases. 


Conservatism in the Treatment of Suppurative Labyrinthitis. Dr. Philip 
D. Kerrison, New York City. 

The subject assigned to me for discussion is peculiarly difficult for the 
reason that there are no rules governing the treatment of the infected 
labyrinth which will insure against a fatality in the individual case. On 
the other hand, it would seem that we should be able to formulate certain 
general principles of treatment insuring a minimum percentage of fatal- 
ities in any large series of cases. 

Underlying any logical system of treatment, three facts of basic impor- 
tance stand out: (1) Suppurative labyrinthitis is not dangerous to life 
per se. Death, if it occurs, results from an intracranial involvement and 
almost invariably from meningitis. (2) The acute stage of a suppurative 
labyrinthitis is the period of maximum danger; and (3) the percentage 
of fatalities following operations upon the labyrinth during the chronic 
or quiescent stage of the disease is exceedingly small as compared with 
those operated upon during the acute stage. So far | am dealing with 
established facts which no experienced student of labyrinthine disease 
is likely to call in question. 

If from the above premises we could deduce a general law that opera- 
tion upon the labyrinth is contraindicated during the acute stage in all 
cases of suppurative labyrinthitis, the surgeon’s responsibility would be 
greatly reduced. Unfortunately no such sweeping generalization is pos- 
sible, there. being cases in which the question of operation during the 
acute stage constitutes a problem, than which there is none more dif- 
ficult of solution in the realm of surgery. A differentiation of cases is 
therefore necessary. 

For practical purposes,—and eliminating the refinements of differen- 
tiation which so often befog such efforts——we may speak briefly of: (a) 
Acute suppurative labyrinthitis secondary to acute purulent otitis media 
or mastoiditis; (b) acute suppurative labyrinthitis secondary to chronic 
suppurative otitis media; (c) suppurative invasion of the labyrinth fol- 
lowing surgical injury of the labyrinthine capsule; and (d) suppurative 
labyrinthitis in the chronic, or quiescent, stage. 

(a) Acute suppurative labyrinthitis suddenly developing during acute 
purulent otitis media or mastoiditis. With regard to this class of cases at 
least, we may be dogmatic. Unless distinct signs of intracranial (menin- 
geal) involvement are present, operation upon the labyrinth is absolutely 
contraindicated. Rest in bed and avoidance of any unnecessary disturb- 
ance of the patient are indicated. Even the cleansing of the ear should 
be carried out with the least possible disturbance of the patient. Since 
the character of the deafness, the nystagmus, the vertigo and associated 
phenomena are quite sufficient for a diagnosis, the caloric and rotation 
tests, which would add greatly to the patient’s distress and might be 
actually harmful, should not be used at this stage of the disease. Even 
more to be avoided is the fistula or pressure test. To compress the air in 
the auditory canal and through an assumed fistula to exert pressure upon 
pus in the newly infected vestibule is so logically to favor the passage of 
infective matter toward the meninges that it is surprising that no text 
book has mentioned or emphasized its danger. I suggest, therefore, that 
it be accepted as a cardinal rule that the fistula test shall never be ap 
plied during the acute stage of a suppurative labyrinthitis. 

When the acute stage is well passed and the normal channels ptreee 
labyrinth and meninges are presumably blocked, the fistula test is a com- 
paratively safe procedure which may throw very useful light on the con- 
dition present. 

As to the advisability of a myringotomy or mastoidectomy: Incision 
of the drum membrane is always, and here particularly, called for drain- 
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age from the tympanum is inadequate. Also if there are evidences of 
septic absorption from an intercurrent mastoiditis, or other urgent symp 
toms calling for surgical drainage of this region, the mastoid should be 
carefully and quickly uncovered. On the other hand, if no immediate 
urgent indications are present, mastoid surgery is better delayed until 
the acute stage of the labyrinth lesion is safely passed. 

In a word, the whole rationale of treatment during the acute stage of 
the disease should converge upon the paramount issue of bringing the 
patient without meningeal involvement to the period of comparative 
safety,—i. e., the so-called chronic, or inactive stage. The surgeon who 
during the acute stage in an uncomplicated case of suppurative labyrinth- 
itis thinks of opening the labyrinth thinks in terms of possible and prob- 
able fatalities. 

(b) Acute suppurative labyrinthitis suddenly developing during 
chronic suppurative otitis media. Since the labyrinth lesion here is iden- 
tical with that just referred to as secondary to acute tympanic or mas- 
toid disease, the treatment need not be repeated in detail. A word, how- 
ever, May be said as to the question of surgical intervention. 

A “radical mastoid” operation is rarely of such immediate need as is 
frequently, or may be, the case with operations for the relief of acute 
suppurative mastoiditis. A radical operation during the acute stage of a 
suppurative labyrinthitis, which does not include surgical drainage of 
the labyrinth, probably increases rather than lessens the risk of menin- 
geal infection; but even if surgical drainage of the vestibule is made part 
of the operative procedure, the time is nevertheless distinctly unfavorable 
for any operative treatment. 

In a word, the so-called expectant treatment, leaving the question of 
surgical intervention to be decided when the labyrinthine lesion shall 
have reached the chronic, or quiescent, stage, is the only rational course, 
and will surely yield the best average results—i. e., the smallest mor- 
tality percentage—in any large series of cases. 

(c) Infection of the labyrinth following surgical injury of the laby- 
rinthine capsule. Perhaps deserving of being considered as a class by 
themselves are cases of infection due to accidental extraction or even 
subluxation of the stapes during a surgical operation. This accident has 
been reported as occurring during the “radical” operation, and also in 
curetting the tympanum during the post-operative period. Also belong- 
ing in this category are the considerable number of cases, reported or 
known to have occurred, in which a labyrinthine infection has imme- 
diately followed a myringotomy, and among which there is known to 
have occurred a rather large percentage of deaths from meningitis. 

It is generally conceded that labyrinthine infections resulting from 
surgical accidents displacing the stapedial foot-plate are particularly dan- 
gerous for the reason that pus, thus admitted, reaches the vestibule be- 
fore any inflammatory processes or exudates have formed to block the 
minute channels connecting the vestibule and the interior of the skull. 
Such traumatic lesions, therefore, involve more than the usual danger 
of meningeal infection. 

So long ago as 1908, Jansen published statistics of 18.cases of laby- 
rinthine infection following surgical displacements or injuries of the 
stapes. Of these 18 cases, the labyrinth was drained surgically in 13, of 
which 9 recovered, whereas of the remaining cases, in which the laby- 
rinth was not drained, all died. More recently Dr. John D. Richards re- 
ported a case in which death from meningitis followed quickly upon a 
surgical injury displacing the stapes, from which he reached the con- 
clusion that such an accident or the labyrinthine infection resulting 
therefrom constituted a valid reason for immediate opening of the ves- 
tibule. This view, while by no means universally accepted, is not a new 
one and has behind it the weight both of logic and of a considerable 
amount of recorded experience. 

The question of lumbar puncture in acute suppurative labyrinthitis. 
We all recognize the vast increase in our knowledge of meningeal disease 
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which has come from examinations of the spinal fluid. We now know, 
however, that lumbar puncture is not always without danger—e. g., in 
the presence of a bacteriemia. I would like to consider briefly a theo- 
retic—and I believe actual—relation between a lumbar puncture and the 
eonservative treatment of suppurative labyrinthitis. 

Babinski in 1904 published a paper based on 100 cases in which he 
employed lumbar puncture for the relief of various aural symptoms, e. g., 
deafness, tinnitus, vertigo, etc., claiming a successful issue in a large per- 
centage of cases. How were these results, whatever they may have been, 
produced? Barany in his clinical studies reported a number of cases in 
which lumbar puncture was employed. In many of these withdrawal of 
spinal fluid was immediately followed by vertigo, nystagmus, etc. How 
were these phenomena produced? May we not assume that Babinski’s 
changes in the aural symptoms and the vertigenous complex in Barany’s 
cases were due in part to sudden reduction of intralabyrinthine pressure, 
and quite possibly to a withdrawal of labyrinthine fluid through the 
aqueductus cochlea into the subarachnoid space at the base of the brain? 

Now think, if you will, of an acute suppurative labyrinthitis, with or 
without symptoms of meningeal irritation. May not a lumbar puncture 
induce just that slight flow of infected perilymph toward the meningeal 
space which shall determine an infection of the meninges? 

I submit that lumbar puncture in the presence of an acute suppurative 
labyrinthitis is not without grave possibilities of danger. It should not 
be decided on lightly or without very clear indication of its necessity 
in the interest of the patient. The natural desire of the surgeon for light 
upon a difficult problem may too often have outweighed the advantages 
or disadvantages accruing to the patient. If there is any logic behind 
my contention that lumbar puncture during the acute stage of a laby- 
rinthine infection is fraught with danger, it must be clear that the pres- 
ence of symptoms of meningeal irritation may indicate just that hazard- 
ous and fateful phase of the lesion in which withdrawal of fluid from the 
spinal canal may turn the scale adversely, converting a comparatively 
simple case of meningismus into a rapidly fatal purulent leptomeningitis. 

(d) Quwestion of opening the labyrinth in cases of diffuse suppurative 
labyrinthitis which have reached the chronic or inactive stage. sy 
chronic suppurative labyrinthitis is meant, of course, the cause of laby- 
rinthine infection, in which all the characteristic symptoms of vestibular 
irritation have disappeared, leaving the involved ear absolutely deaf, and 
with caloric reactions totally absent. Personally, I believe that logical 
conservatism, based on all that we know of the lesion, indicates that all 
surgical intervention, unless for some reason urgently demanded, should 
be postponed for at least six months after the original labyrinthine seiz- 
ure or attack. 

As to the question of surgically draining the labyrinth in the late 
chronic stage, the experience of competent surgeons is so at variance and 
so contradictory that any one man’s opinion is of little value. Many 
cases are now on record of recoveries following a radical operation alone 
—i. e., without opening the labyrinth—in spite of the existence of a func- 
tionally dead labyrinth and a definite history of a past suppurative laby- 
rinthitis. Such cases afford impressive evidence of the possible in such 
cases; against their import, however, must be weighed the cases in which 
a rapidly fatal meningitis has followed the radical operation alone for 
such a lesion. There are many such on record. 

It would seem that if the surgeon is able by any means to determine 
that the labyrinthine lesion has so far run its course that no potential 
focus of infection remains, the radical operation alone would be indicated. 
I personally know of no dependable means of definitely determining the 
absence of such a potential focus within the dead labyrinth. 

Another consideration which necessarily must influence one’s procedure 
in these cases is the view one holds as to the danger of draining or open- 
ing the dead labyrinth in the late stage of a suppurative labyrinthitis. 
I personally believe that when six months or more have passed since all 
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symptoms of vestibular irritation have disappeared, the anatomic chan- 
nels connecting the labyrinth with the meninges are well blocked by old 
inflammatory products, and that the opening of the labyrinth adds, there- 
fore, little to the risks of a radical operation,—little indeed if compared 
with a possible rekindling of an old infective process within the con- 
fined labyrinthine spaces. 

No man, however great his respect for the observations and deductions 
of others, can escape the influence of his own experience. I have com- 
bined surgical drainage of the labyrinth with the “radical” mastoid op- 
eration in a considerable number of cases of chronic, or quiescent, sup- 
purative labyrinthitis without a single fatality. In the single case in 
which I omitted surgical drainage of the labyrinth—that of a man whose 
acute labyrinthine attack had occurred some thirty years previously—the 
patient developed a purulent meningitis from which he died. Naturally 
I prefer not to repeat this risk. I have operated during the acute stage 
of suppurative labyrinthitis only in cases in which unmistakable evi- 
dences of meningitis were present. All of these cases died. The views 
outlined in this brief discussion of a rational plan of treatment are the 
logical outcome of my personal Observations and experience. 

N. B. In my recent discussion before the otological section of the New 
York Academy of Medicine, I made no definite statement of my personal 
view as to the best procedure in cases of labyrinthine infection following 
surgical accidents displacing the stapes. This accident happens never te 
have occurred in my surgical experience, but has occurred with some of 
the most skillful surgeons. There is no question that this type of infec- 
tion carries unusual risks of a spread to the meninges. It is clear also 
that very prompt and free drainage is the only means of forestalling 
such an extension of the disease which has any logical basis. I personally 
believe that prompt uncovering of the vestibule by removal of the pre- 
montory is a conservative procedure which in the long run would reduce 
the percentage of deaths in these cases. 

Round Table Discussion of the Present Status of Surgery of the Laby- 
rinth. Dr. John J. McCoy. 

It has been well said that the danger from inflammation of the internal 
ear does not depend on the extent or severity of the inflammation there, 
but upon the possibility of such inflammation extending into the cranial 
cavity. In the portion of the discussion which has been assigned to the 
writer, namely, the indications for conservative and radical treatment of 
labyrinthitis, we would place such cases in two classes. 

1. Types in which operation is imperative. These are where the in- 
flammation has spread to the cranial cavity and caused serous meningitis, 
empyema of the sac or deep extradural abscess, sinus thrombosis, puru- 
lent meningitis or brain abscess. 

2. The types of case on which we can practice conservatism are: all 
cases following acute inflammation of the middle ear or mastoid such as 
might occur with the acute infectious diseases, grip or influenza. In 
these cases we are warranted in being ultra conservative because ex- 
perience teaches us that the vast majority of such cases get well without 
resorting to surgery of the labyyrinth. There is another type of case 
which is known as traumatic labyrinthitis induced by dislodging the 
stapes during a radical mastoid operation. Reports in the literature show 
this to be fatal if left without operation on the labyrinth. The only case 
of this kind that occurred in the writer’s practice was one which was 
referred to him by a doctor who used a curette on the internal walls of 
the middle ear to remove soft bone and granulations several weeks after 
he had performed the radical mastoid operation. This was shortly fol- 
lowed by acute and violent symptoms in the labyrinth and the patient 
was referred to the writer. It had always been my intention to imme- 
diately open the labyrinth in such a case because I preferred surgical 
drainage to watchful waiting. However, in this case my conservatism 
got the best of me and I decided to watch the patient from day to day. 
His condition improved gradually and within a few weeks he made a 
very good recovery. 
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Another type of case in which we are warranted in being conservative 
is where there is a fistula in one or more of the semi-circular canals. 
Where we have such a condition with a partially active labyrinth and no 
signs of a serous meningitis there should be no operation on the laby- 
rinth. Also in those cases where we have fistula with a dead labyrinth, 
but with no signs of serous meningitis, we are again warranted in being 
conservative and in withholding the operation on the labyrinth. 

DISCUSSION, 

Dr. EAGLETON said that it seemed impossible to confine the discussion 
to the topics of the evening, for labyrinthine surgery has always been 
considered in conjunction with intracranial surgery. If the inflamma- 
tion would stay in the labyrinth, nothing would happen. He agreed with 
all that Dr. Dench had said, but preferred to subdivide labyrinthitis from 
a surgical standpoint into several groups: 

1. Suppurative labyrinthitis, which is an enclosed empyema; this is 
an infection that invades from a direct infection and involves the vesti- 
bule and adjacent parts of the labyrinth. If the labyrinth is opened it 
reveals pus, and it had to be opened because it contains pus; if it is not 
opened the patient will have meningitis, for there is nothing else to 
happen unless nature cures it by opening the outer wall of the labyrinth 
and drains itself through the middle ear or antrum. These cases are 
associated with great pain. Empyema of the labyrinth requires opera- 
tion and must be operated, although it may recover if nature operates by 
draining it. Thus enclosed empyema generally involves the vestibule 
and the cochlea; the lumen of the semi-circular canals is but rarly at- 
tacked by an enclosed empyema. 

2. Caries of the outer wall of the labyrinth from adjacent inflamma- 
tion—a protective process. The majority of cases operated are really not 
suppurative labyrinthitis at all. If an area of the bone, say the cancel- 
lous tissue around the labyrinth, becomes diseased, and then for some 
reason or other it attacks the compact tissue of the labyrinthine cap- 
sule, it begins to die of nutritional disturbance. Immediately the mem- 
braneous labyrinth undertakes to protest against an invasion into the 
meninges by obliterating the membranous canal and replacing it by gran- 
ulation tissue—a purely protective process. While at the time of the 
labyrinthine invasion it gives symptoms by disturbance of the endolymph, 
etc., it does not require operation; in fact, operation is contraindicated; 
a fistula is formed into the labyrinth cavity of the semi-circular canals. If 
this is allowed to go on indefinitely the entire membranous canal is re- 
placed by granulation tissue, which, after a while, is replaced by bony 
tissue, and there is no longer any labyrinth. The process itself, how- 
ever, is nature’s effort to cure a suppurative inflammation that has at- 
tacked the compact tissue of the bony labyrinth. 

Dr. Eagleton said that, according to his way of thinking, that should 
not be called a suppurative labyrinthitis, being a purely protective meas- 
ure. The suppurative process has uncapped the labyrinth, but nature 
has prevented infection into the meninges by replacing the labyrinthine 
membranous canal. If you operate and do not go too far in such a case, 
no harm is done, but if you attempt to eradicate the protective granula- 
tion tissue filling the cavity of the semi-circular canals, you will light 
up a meningitis. 

3. Labyrinthitis due to dislocation of the stapes into the oval window 
is simply the lighting up of an infective process by traumatism, and the 
literature is full of deaths from this cause. Why? ‘The vestibule is not 
prepared to suddenly have an infective organism crowded into it, any 
more than the brain is prepared to stand a rough nail running into it 
without protection. In operating for a radical mastoid you are operating 
in a dirty field, and if you suddenly crowd into the vestibule an infected 
stapes, you have provided a great opportunity to light up a meningitis, 
and such a case should be widely opened in order to prevent a meningitis. 
It is not the labyrinthitis that kills the patients; it is the meningitis. 

Coming to the second point, the surgery of the labyrinth is so inter- 
woven with intracranial trouble that it is only of importance when the 
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brain itself is involved. A comparison of the post mortems of brain 
abscess and cerebellar abscess shows that nearly 45 per cent of all cere- 
bellar abscess* were caused by a labyrinthitis of one type or another—44.8 
per cent. The proportion of meningitis resulting from inflammation of 
the labyrinth is probably not known, but it is very, very large, about 30 
per cent.** Why is this? Because the labyrinth is an outpost, as it were, 
of the cerebro-spinal fluid circulatory system—the same as the prolonga- 
tion of the olfactory nerve are. Any man who inserts a probe through 
the roof of the nose knows what happens. It is exactly the same with 
labyrinthine surgery—if you have infected it by direct infection you do 
have meningitis; it may be walled off, but by that very act you may have 
a meningitis; that does not mean that the patient will necessarily die, 
but if you do a lumbar puncture on every case of radical operation that 
you perform, you will find a very high cell count will follow in a consid- 
erable proportion of them, because your operative manipulation caused 
a protective meningitis. 

Now what shall we do if we have a meningitis of labyrinthine origin? 

Dr. Eagleton said that recently he had been washing out the subarach- 
noid spaces for meningitis, but the first thing to be done is to find out 
whether the labyrinth is dead or active. If it is dead, the infected area 
adjacent to the ear should be drained through it; in the fluid obtained 
from lumbar puncture we will have a high cell count, but it will not 
contain the micro-organism, but the fluid adjacent to the ear will con- 
tain them. 

Dr. PHILiips said he wished to protest in the strongest manner pos- 
sible against the statement made by Dr. Kerrison—though he was not 
the author of it—that every labyrinth injury caused by a paracentesis 
should be subjected to a radical labyrinth operation. He then cited the 
case of a patient who came to the office requiring a paracentesis and was 
sent to the Manhattan Eye, Ear and Throat Hospital with instructions 
that the house surgeon should perform that operation. Later the patient 
had sudden vertigo, vomiting, nystagmus and total loss of hearing; in 
fact, all the symptoms of labyrinthitis. She was simply kept in bed for 
two or three weeks, and recovered; furthermore, she is well today, with 
the exception of total deafness on the affected side. Why should a laby- 
rinthine operation have been done on that case? He had observed many 
other similar cases. 

It should be remembered that the capsule can be injured and cause 
disturbance, without becoming a purulent meningitis. Neither should 
the younger men go away from the meeting with the impression that any 
one had said that in a chronic suppuration and loss of hearing, with 
fistula of the labyrinth, the case should be subjected to a labyrinthine 
operation—for certainly no one had meant to give that impression. 
Where there is an active labyrinth, even with a fistula of the bony cap- 
sule, it is, in Dr. Phillips’ judgment, a mistake to operate. On one oc- 
casion he did a radical operation on such a case, knowing that the pa- 
tient had a fistula, as it was found at operation. The patient was a 
working man and had to leave the hospital very soon. As he was a 
traveling man, he was given letters to men in different cities with the 
request that the ear be kept clean. One of these otologists had occasion 
to study the case for several days, and discovered that by placing the 
large oval tip of a Politzer bag in the external ear he could, by blowing, 
cause nystagmus in this patient. He told the patient that Dr. Phillips 
should have performed a labyrinth operation. Five years have elapsed 
and the patient still lives. 

Dr. Phillips said he hesitated to question any remark made by Dr. 
Eagleton, but when the doctor stated that there is such a thing as pri- 
mary empyema of the labyrinth, he could only say that he had never seen 
it; neither had he ever seen any gush of pus from the labyrinth. His 
impression was that a few drops of pus would better represent the amount. 


*See Eagleton’s “Brain Abscess’ Chapter on Cerebellar Abscess, p. 89. 
**Bagleton “Suppurative Meningitis,’ THE LARYNGOSCOPE, January, 
1922. 
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Dr. LEDERMAN said he had seen several similar cases, and two of these 
arose during a suppurative otitis of a chronic nature. By conservative 
treatment the patients have been fortunuate enough to recover. The 
question naturally arises whether or not these were circumscribed cases 
of labyrinthitis, without invasion of the meninges proper. In three of 
the cases the cell count was increased to 30 or 40 micro-organisms to the 
field, and under simple treatment by rest, with very little local attention, 
the patients recovered. In one of the cases the labyrinth ceased func- 
tioning; vertigo and nystagmus subsided in due time and the patients 
could do their work without further discomfort. 

Dr. Lederman said he had followed the suggestion of Dr. Cushing in 
his brain cases, by giving these patients large doses of urotropin; this 
therapeutic suggestion might seem empirical, but the results were satis- 
factory. In some cases as much as 60 to 100 grains were administered 
daily, sufficiently diluted, and the effect upon the kidneys was carefully 
watched. 

The conservative attitude in labyrinthine involvement, especially when 
arising during an acute infection of the middle ear and mastoid, is 
worthy of earnest consideration. 

Dr. T. L. SAUNDERS said it seemed appropriate to make a plea for the 
careful performance of the radical operation as a preventive of laby- 
rinthitis. Many cases of labyrinthitis are due to the rough and careless 
performance of the radical operation. The better the radical operation 
is performed, with a minimum amount of trauma, the fewer cases of 
labyrinthitis will follow the operation. 

Dr. Braun said he did not think he could add anything to the discus- 
sion, but merely wished to crystallize one or two points in the indications 
for treatment. The indications differ in the acute and chronic cases. In 
the acute cases we are guided by the clinical picture; in the chronic 
cases, by the operative findings. In the acute cases the most important 
indications for interference are fever and headache; labyrinthitis gives 
neither of these symptoms to any extent. When the patient has severe 
headache or high temperature, there is a beginning involvement of the 
meninges. In a case of chronic middle ear suppuration with a dead laby- 
rinth and subjective labyrinthine symptoms, there is indication for oper- 
ative interference, not necessarily labyrinthine interference, but cer- 
tainly a radical mastoid; if on doing the radical mastoid operation one 
finds evidences of necrosis in the labyrinthine capsule, the labyrinth 
should be opened; if on doing the radical mastoid there is found no evi- 
dence of labyrinthine necrosis, it is best to let the labyrinth alone, unless 
there are signs indicating intracranial involvement. Of course, cases of 
labyrinthine fistula, with a functioning labyrinth should be left alone. 

Dr. MAyBAUM said that the discussion this evening, dealing with the 
indication for surgical interference in labyrinthine suppuration, was re- 
freshing in that it differed so widely from the vague discussions of for- 
mer years; the consensus of opinion regarding the correct handling of 
these cases was tending in the proper direction. Careful and close 
observation of the patient for advance symptoms, especially as regards 
headache and temperature, is most important. Repeated examination of 
the spinal fluid is a great aid together with the question of progress of 
symptoms in deciding for or against operating. An increasing cell count 
in the spinal fluid in addition to signs of meningeal irritation is suf- 
ficient reason for doing a labyrinthectomy. The reverse is true in re- 
fraining from operative interference. When the increased polynuclear 
count is replaced by a lymphocytosis a healing tendency is indicated, the 
general condition being considered at the same time. 

There is a difference of opinion regarding question of interference 
in cases of traumatic labyrinthitis. Dr. Maybaum is inclined to believe 
that leaving such cases alone is far better than opening the labyrinthine 
spaces widely and giving more opportunity for infection to extend to the 
meninges. 

The matter of labyrinthine surgery sums itself up as to whether we 
are dealing with a condition localized to the labyrinth or whether the 
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condition has entered beyond the labyrinthine spaces; where there are 
indications of meningeal involvement, as indicated by increasing symp- 
toms and an increasing cell count in the spinal fluid, the safer procedure 
is to open the labyrinth. Conservatism is the keynote in handling these 
cases. 

Where a dead labyrinth has lasted for many years ordinarily such a 
case should be left severely alone. A dead labyrinth in itself is no indi- 
cation for a labyrinth operation. It is well to be guided by the history as 
to the time of the last appearance of labyrinthine symptoms. The case 
cited tonight of thirty years’ duration before operation is exceptional. 
He then cited a case of chronic middle ear suppurative with labyrinthine 
symptoms four or five years previously; during the interval the patient 
had been entirely free from symptoms. At the. operation the surgeon 
attempted to find semi-circular canals which were no longer present 
they had been completely replaced by bone formation. It is true that a 
dead labyrinth, the result of a suppurative inflammation, may light up, 
but if there are no other indications, it is far better, from our present 
knowledge of such cases, to leave them alone. 

Dr. J. MorriseTt SMITH said the subject was particularly interesting to 
him, as he had read a paper on it before this Section last winter. At 
that time, Dr. Dench, Dr. Kerrison, Dr. Whiting, and Dr. Dean discussed 
the paper and concluded that where there is any labyrinthine function 
remaining operation is contraindicated. Where there is a dead labyrinth, 
a spinal puncture should immediately be done and an analysis of the 
fluid made; should the fluid be normal, it is evident that the labyrinthine 
infection has been successfully walled off from the subdural space and 
meninges, and in this case a radical mastoid operation alone would prob- 
ably be sufficient. If a labyrinth operation is decided upon, special care 
should be taken not to open the second turn of the cochlea, thereby pre- 
serving the barrier established between the labyrinth and meninges. The 
operation of choice is best determined by the results obtained, and if by 
conservative measures the majority of patients can be saved, the con- 
servative plan should be adopted. It was agreed in the discussion of the 
paper last winter that a labyrinthitis is never fatal when the infection 
is confined to the labyrinth alone; a high temperature is evidence of ex- 
tension to the meninges. The question then comes up whether it will 
be localized or become diffuse, and that is very difficult to decide. It is 
best to do a spinal puncture and get the cell count, and see if it increases. 
One case was cited last winter where the cell count went up and the 
patient recovered; in another case the cell count decreased and the 
patient did not recover—so it is very difficult to decide what to do. Last 
winter Dr. Kerrison spoke of the danger of repeated punctures; theo- 
retically that is right, but practically it has been different. 

Dr. Smith said he would like to know if Dr. Kerrison had seen a case 
in which spinal puncture did cause death. In the paper read last winter, 
two cases of localized meningitis were reported following injury, both 
traumatic fractures; both had some localization. In both cases lumbar 
punctures were done daily, and the patients showed improvement. Per- 
sonally, he had seen no ill effects from repeated spinal punctures. 

Another very important point is the type of operation. If it is a case 
of diffuse meningitis, the type of operation does not make much differ- 
ence; but if there is a tendency for the infection to become localized one 
must be careful that the labyrinth operation does not induce rather than 
prevent a diffuse meningitis. 

Dr. KopetzKy said that in the majority of instances where one sees a 
meningitis following the radical operation and does the accepted laby- 
rinthine test one does not find the labyrinth involved, it does not neces- 
sarily follow therefore that from a post-operative meningitis following 
a radical operation, of which we used to see more, that the route to the 
meningitis must be through the labyrinth. On the other hand, a certain 
number of cases go to the labyrinth, the patients become deaf, etc., and 
by a study of the cerebro-spinal fluid one sees no further progression. 
There are two different types. 
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Another type of labyrinthitis follows the exanthemata, particularly 
scarlet fever. Many patients who have a virulent attack of scarlet fever 
come out of it with what they used to call a nerve deafness, the result 
of the labyrinthine infection. Observations of more perforations of the 
inner than of the outer vestibular wall would verify that the infection 
travels from within the central serous system into the internal ear 
rather than by going the other way. During the last year he has had 
under observation three traumatic cases of labyrinthitis due to accidents 
by otologists. In none of these cases was any operative procedure per- 
formed and the two children and the man recovered. He also has a per- 
sonal record of a traumatic labyrinthitis done by an otologist following 
paracentesis for the relief of otitis media and mastoiditis. The patient 
was kept quiet, but eventually developed a mastoid requiring operation. 
Had it not been for cerebellar symptoms he would not have operated, for 
in his experience all other cases of that type had recovered without opera- 
tion. No one has enough experience in these cases to give definite indi- 
cations of what and when not to operate, but this meeting had shown 
the feeling of the profession and the tendency to conservatism in dealing 
with traumatic labyrinthitis. 


Dr. Dencu expressed gratification that Dr. Phillips had emphasized the 
points he had brought out, especially that operation is indicated in all 
cases of beginning meningitis, and the observation of the blood count and 
temperature to discover whether or not nature is going to wall off the 
infection. 

He did not agree with Dr. Kerrison in postponing the mastoid opera- 
tion in an acute case showing labyrinthine symptoms. That was stretch- 
ing the point too far; the indication there is to drain the mastoid with 
as little traumatism as possible and as rapidly as one can. Dr. Kerrison 
had, however, brought out a very fine point in regard to peri-labyrinth- 
itis——a point which one hears very little about. He then cited a case of 
chronic middle ear suppuration with marked vertigo and almost com- 
plete loss of hearing on the affected side. The other ear was absolutely 
deaf from a previous non-suppurative condition. The patient was told 
that if operated upon he might lose his hearing, but that he would cer- 
tainly lose his life if not operated upon. All the bony tissue was cleared 
out and a primary skin grafting was done, and he made a perfect recov- 
ery with absolute return of hearing in the affected ear. That was no 
doubt due to inflammation in the bony tissue surrounding the labyrinth 
a peri-labyrinthitis. He then told of a case of double mastoiditis seen 
last year, in which the mastoid operation was done and all the labyrinth- 
ine symptoms cleared up, showing the case to be one of peri-labyrinthitis. 

Referring to the extraction of the stapes, Dr. Dench told of a case 
which occurred in the old days when ossiculectomy was done. The pa 
tient recovered with no untoward symptoms. At the New York Otological 
Society last year Dr. Richards reported a fatal case, and advocated laby- 
rinthine drainage in all such cases. Almost immediately after this 
meeting Dr. Dench had a similar case of accidental dislocation of the 
stapes. By packing off the oval window with a strip of iodoform gauze, 
no untoward symptoms followed. Secondary grafting was afterward done 
and the patient made a complete recovery. There can be no hard and 
fast rule made. Generally speaking, if the stapes is dislocated in the early 
part of the operation, before the cavity is cleaned out, there is danger, 
but not later on; after a complete debridement has been done he had 
found it worked very well to isolate the oval window completely from 
the cavity. 

Dr. Dench agreed with Dr. J. M. Smith that when the patient has a 
headache with suppurative labyrinthitis there is probably some ex- 
tension, for he could not conceive of a collection of pus in the labyrinth 
causing severe general symptoms. If the labyrinthine capsule is left alone 
the symptoms will be limited to indications of involvement of the laby- 
rinthine capsule itself. He had never seen a large amount of pus pour 
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from the labyrinth; if you get one good drop of pus from the labyrinth 
you are doing well. 

Dr. Kerrison said that Dr. Phillips’ discussion of his remarks on the 
significance of labyrinthine infection following surgical accidents to the 
stapes was rather irrelevant for the reason that he (Dr. Kerrison) has 
not outlined any rules of treatment, and had limited his remarks to a 
brief statement of certain statistics with the logical inferences therefrom. 
The consensus of opinion—i. e., of experienced and competent observers 
the world over—is that labyrinthine infection by this route constitutes 
an exceptionally dangerous lesion, because the natural pathways from the 
vestibule toward the meninges are not protected by the products of any 
pre-existing inflammation. The question of prompt surgical drainage of 
the vestibule in such cases is a question for very careful consideration 


and not: one in which the dogmatic expression of personal views should 
carry much weight. 


Dr. Phillips stated that he had accidentally removed the stapes in two 
cases, recovery occurring in both instances without surgical drainage of 
the labyrinth. In one of these cases, however, Dr. Phillips said that 
neither nystagmus nor any other symptoms of vestibular disturbance 
had followed the accident. Such a case history is exceedingly difficult to 
reconcile with all the known facts of labyrinthine physiology, and clearly, 
therefore, did not fall within the class of cases under discussion. Dr. 
Kerrison agreed with Dr. Phillips that in this particular case operation 
upon the labyrinth was not indicated. 


Dr. Maybaum said that repeated lumbar puncture is a very useful pro- 
cedure in determining whether an operation was necessary. Dr. Ker- 
rison agreed with Dr. Maybaum that repeated lumbar puncture would in 
many cases demonstrate the necessity of operating on account of menin- 
geal involvement. The question to be considered was not, however, what 
lumbar puncture taught the surgeon, but whether lumbar puncture in 
the presence of an acute suppurative labyrinthitis may not be actually 
the determining cause of the spread of infection to the meninges, which 
in turn constitutes the indication for operating. 


Dr. Smith asked if Dr. Kerrison could cite a case in which lumbar 
puncture had caused meningitis. Dr. Kerrison said that a moment’s 
thought would show that no one could answer this question categorically. 
Several speakers had this evening indicated that they approved of, or 
were in the habit of, using lumbar puncture in cases of suppurative laby- 
rinthitis. Undoubtedly some of these cases had subsequently died of 
meningitis. We all know of such cases. Who is in.a position to say 
that in any individual case the development of meningitis was actually 
the result of one or more lumbar punctures? 


Dr. McCoy said that his experience in operating led him to believe that 
in a case of serous meningitis either the Hinsburg or Richards or trans- 
labyrinth operation is the one of choice. In a case with the more serious 
lesions, such as brain abscess, sinus thrombosis, deep extradural abscess 
or purulent meningitis, Neumann’s operation is the one of glection. 


Dr. EAGLETON said he had not made himself perfectly clear if he gave 
the impression that he believes in such a thing as primary empyema of 
the labyrinth. The term he used was enclosed empyema of the labyrinth. 
He had not had a large experience in opening the labyrinth for enclosed 
empyema, and he did not have pus pour out, as suggested by Dr. Dench, 
but he had seen an appreciable amount of pus come out. To his way of 


thinking, that was an enclosed empyema, for there was pus in the laby- 
rinth under pressure. 


Dr. Smith said he did not believe that such a condition can cause tem- 
perature. It surely does. It is rare, but it is a real case of suppurative 


labyrinthitis, and gives great pain and temperature, for it is a collection 
of pus under pressure, 
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Dr. Eagleton does not think the term suppurative labyrinthitis is being 
used properly. What Dr. Braun spoke of asa fistula with a dead labyrinth, 
was what Dr. Eagleton considered a protective process, and not in a true 
sense a suppurative labyrinthitis. It may become suppurative by a sec- 
ondary infection of the granulation tissue, but primarily it is a pro- 
tective process, and that distinction had helped him wonderfully in un- 
derstanding the subject. 


As to the cell count in lumbar puncture, he treats a large number of 
fractured skulls every year, and many of the fractures go through the 
petrous portion of the temporal bone. They are compound fractures of 
the base of the skull with a dead labyrinth and spontaneous nystagmus. 
The majority of them get well without meningitis. The fracture goes 
through the labyrinth and produces acute labyrinthine symptoms, etc., 
but the vast majority of the cases get well. If that occurs in nature, the 
same thing would happen with injury of the labyrinth at operation, were 
it not that it occurs in a dirty field. The fractured skull with labyrinth- 
ine involvement patients undoubtedly do have great discomfort, etc., but 
they do get well; if they did not get well it would be contrary to nature; 
but unfortunately when the surgeon is doing a radical mastoid he is oper- 
ating in a dirty field, and these cases are more dangerous than when 
practically the same thing happens in fracture of the base of the skull, 
for that occurs in a clean field. When cerebro-spinal fluid runs from the 
ears in a fractured skull case, one is careful not to syringe it. If there 
is a chronic suppuration, one is much more apt to have a meningitis. 


Dr. Eagleton said he had spoken of a rising cell count in the cerebro- 
spinal fluid to determine whether the case is improving or not. Within 
a week he had drawn from a case fluid from the lumbar region with a 
cell count of 30 and within a few hours he drew away from cerebello- 
medullary cisterna fluid with a cell count of several thousand; in other 
words, this count with a very profuse meningitis did not show in the 
lumbar region at all. In the study of meningitis we have to discard a 
great many things that have been said theoretically. In the past year he 
has learned that when there is a labyrinthitis, the infection that has en- 
tered through the labyrinth and so reached the meninges, and there is 
somewhere just inside the dura adjacent to the labyrinth, a collection 
of fluid that is infected, with only a small cell count in the cerebro-spinal 
fluid of the lumbar region. The infected area remains localized for a 
long time before it breaks out into infective meningitis. These are the 
cases that have headaches and temperature, and suddenly you have high 
temperature and meningitis. In many cases of meningitis from laby- 
rinthine infection, if we open through the labyrinth and do a trans- 
labyrinthine drainage, getting rid of a lot of this infectious matter, we 
will cure the meningitis. 
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SECTION ON OTOLOGY. 
December 8, 1922. 


Paper: The Study of the Mechanism of Pain as Seen in Otological Cases. 
Dr. L. Hubert. 


(To appear in a subsequent issuc of Tuk LARYNGOSCOPE.) 
DISCUSSION, 


Dr. KeRRISON said the Section owed a debt of gratitude to Dr. Hubert 
for presenting so careful a study of this subject. Such a paper was 
necessarily somewhat theoretical and also rather difficult to follow in 
the reading, but would repay careful study when published. Of course, 
when the practical otologist thinks of pain, he thinks of it in connection 
with the commoner lesions, inflammation in the middle ear, inflammation 
of the cartilagenous canal, or as a reflex phenomenon, e. g., from a dental 
lesion, lesion of base of tongue, etc. Such cases are easily diagnosticated 
and the diagnosis in each type suggests a logical method of treatment. 
There are cases, however, which do not fall within the classes mentioned, 
—cases quite indefinite and obscure and therefore puzzling. Dr. Hubert’s 
paper will probably be of practical value in supplying working hypoth- 
eses in the obscurer forms of ear pain. 

Dr. MArK J. GorTLiesB said he had listened to the paper with a great 
deal of attention and the statements therein brought to mind several 
cases he had seen with referred pain from the nose and throat. It had 
been his experience in cases of pain referred from the nose and throat, 
particularly where the pain was in the tympanic or middle ear cavity, 
that where inflation was done the pain was made much worse. His ex- 
perience had not been very extensive, but in two instances the pain after 
inflation was so severe that it was necessary to give the patients an 
anodyne. 

Another point, which Dr. Hubert had not mentioned, was that when 
the pain occurred in the tympanum or was referred to the region of the 
tympanum from the nose and throat, the patient complained also of itch- 
ing of the canal. In one case the patient complained of pain in both ears. 
This case is worthy of reporting. The patient complained that he felt as 
though a vise was placed in both external auditory canals and pressure 
exerted from without; in this case when a spot in the right pyriform sinus 
was touched with a probe dipped in silver nitrate, the pain disappeared, 
but later it recurred. One day it occurred to Dr. Gottlieb that probably 
cocainizing the under surface of the middle turbinate on the side where 
the pain was most severe might give some relief, and it did, and since 
then the man had returned only once on account of pain. It seemed that 
the disturbance was due to some affection of the sphenopalatine ganglion. 

Dr. T. F. Remtey (by invitation) said that Dr. Hubert had presented 
a wonderfully clear and interesting picture. Many men might show 
something more abstruse, but no one who had seen the picture would 
forget it. It was much better for a man to be a good teacher than to be 
merely a good scientist. Most of the cases of pain in the ear that he 
himself saw were due to the type described by Dr. Hubert as the lower 
half headache; the pain occurring back of the mastoid and back of the 
shoulder will bring the patient to the physician for rheumatism or stiff 
neck, and when one goes into the history he will usually find that the 
patient had a head cold for two or three weeks, and perhaps there is some 
pus in the sinus; occasionally by cocainization the patient is relieved. 
But there is another type of otalgia from another cause, that is referred 
pain from the seventh and eighth dorsal nerves. This work was done by 
Head many years ago, and has been overlooked. He showed that any 
extra irritation of the seventh or eighth dorsal nerves produced head- 
ache, etc., the pain being localized about the region just above the ear 
or the temporal bone. That works out in 60 per cent of the cases. Usually 
the patient complains of pain in the region of the ear, but it is well 
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to look over the head, for these headaches are not toxemias produced by 
chance. In a conversation with Mackenzie of St. Andrews he expressed 
the opinion that the reason for this wide distribution of pain is that the 
patient had some disturbance in the viscera which was referred to the 
cord and back again along the dorsal nerves. If the pathology was se- 
vere there is a great commotion in the spinal cord, causing many nerve 
tracts to be involved, and thus the tracts running to the head and face 
carry the pain. 

He believes that the reason these pains come back so easily is that the 
nerve has been sensitized,—much as by poison, etc. The question as to 
whether the pain is true or is imaginary is always brought up in referred 
pain. In the psychic cases if the patients are questioned and pinned 
down to the facts it will be found that it is not real pain; they will say 
that it is pain, but it does not keep them awake, but that it is a sense 
of fullness, etc. It is not a real pain, but a psychic pain. 

Dr. MAYBAUM congratulated Dr. Hubert upon the intensive study and 
thought he has given to this important subject. It undoubtedly had a 
practical hearing, although in one’s every day work little thought was 
given as to the anatomical and pathological basis for these cases. The 
pain associated with Gasserian ganglion involvement in ear cases is a 
subject of considerable interest to the otologist. This syndrome, de- 
scribed by Gradingo twenty years ago, was noted in two cases a few 
years ago by Dr. Maybaum. In one of these there was intense otalgia, 
although the middle ear had fully resolved. The condition began with 
pain in the lower jaw, a tooth was extracted without relief; the pain then 
spread to the upper branch distribution of the fifth nerve and was es- 
pecially marked in and about the ear. Sixth nerve paralysis soon cleared 
the diagnosis. 

The profession was under a debt of gratitude to Dr. Sluder for having 
first drawn attention to the importance of the syndrome associated with 
spheno-palatine ganglion involvement. We are all more and more alert 
to the recognition of these cases. 

Dr. Hubert made reference to pain associated with dura lesions. Dr. 
Maybaum’s impression was that the external surface of the dura is quite 
insensitive to pain; irritation of the inner surface on the other hand, 
according to erperimental studies, does give rise to severe pain on irri- 
tation. 

Psychic origin for cases of otalgia are undoubtedly met with at times; 
it behooves us not to assign a psychic origin for such cases when some 
obscure reflex cause may be present. In many of the cases of obscure 
pain in and about the ear, Halle of Berlin had a favorite test. He 
squeezes the anterior border of each sterno-mastoid between the thumb 
and index finger—on the affected side exquisite pain results. This is only 
present if there is a genuine cause for the otalgia. 

Dr. Hubert’s paper well deserves careful reading and study in order to 
properly apply it to some of the practical problems of otology. 

Dr. HuBert, referring to Dr. Gottlieb’s statement that inflation of the 
eustachian tube increases the referred pain, said that this pain was prob- 
ably due to impulses being transmitted to the petrous ganglion of the 
ninth nerve which supplies the tympanic membrane and the middle ear, 
and inflation of the eustachian tube, which is innervated by the same 
nerve, will irritate it and so increase the pain. 

Replying to Dr. Maybaum’s inquiry in regard to the absence of pain 
on the extradural surface, he said that he had not investigated that 
point, but that surgeons had told him that as soon as the dura was ex- 
posed in operative cases under local anesthesia the dura was found to 
be very sensitive. 

Dr. FERNAND LEMAITRE, Chief of the service of Oto-Laryngology at the 
Hospital of St. Louis, Paris, was introduced to the Section and by special 
request from Dr. J. D. Whitham gave a brief description of his method 
of treating tempero-sphenoidal abscess. 
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Cerebellar Abscess of Aural Origin. F. Lemaitre, Paris, France. 


Even though very simple, a full description may be found in the “Ar- 
chives Internationales de Laryngologie, Otologie et Rhinologie,” May, 1922. 

The principle consists mainly in the fact that I never open the menin- 
ges, never use a bessoury. I always proceed in the following way: first, 
I try to find the pus with the hypodermic needle; when the needle strikes 
the abscess, a drop of serous liquid always appears at the mouth of the 
needle. Then, instead of opening the meninges with a bissoury, I intro- 
duce into the puncture a very small rubber tube, not with the purpose 
of draining the collection of pus, but merely te provoke around the small 
tube the formation of fibrous tissue. After two days I change the small 
tube and introduce a larger one, and within four or five days I may ob- 
tain a satisfactory drainage of the abscess. 

In this way, the meninges have become adhered above the tube and a 
ring of fibrous tissue formed above it. Thereby a walling off of the drain- 
age tract and exclusion of the meninges is obtained, and I have never 
observed the symptoms of meningitis. So far as hernia of brain goes, I 
have never seen it in any of the cases handled by this method, for the 
adhesions reinforce the meninges and prevent any possibility of a pro- 
lapse of the brain. 


I am sorry not to be able to more fully describe the method, but I am 
delighted to have been able to offer you my new statistic. I had the 
pleasure of addressing the Oto-Rhino-Laryngological Society on the same 
topic three years ago, but at that time my statistic was not so complete. 


I thank you again, gentlemen, for your kindness and attention. Inci- 
dentally it would give me great pleasure to have the privilege of demon- 
strating the method to you when you come to Paris, where I hope to 
welcome you. 


My Method of Treating Cerebellar and Cerebral Abscess. 


s F. Lemaitre, 
Paris, France. 


First of all, I wish to offer my thanks to my friend, Dr. Whitham, for 


the opportunity he has given me to speak of my method of treatment of 
brain abscess. 


I can only give the result of this method which I have used for eleven 
years:—Of nine cases of abscess so treated seven were cured and two 
died. In the two cases which died, the post mortem showed multiple 
abscesses, so that I may say that I have had seven cases of single abscess 
of the brain treated and cured. I may add that in the two cases which 
died, the patients showed no symptoms of meningitis or symptoms of 
hernia of the brain. 

It is difficult for me this evening to give in detail the technique I use, 


even though very simple. A full description may be found in the “Ar- 
chives Tuterna.” 











DR. ALBERT H. BUCK 








IN MEMORIAM. 


At the regular meeting of the New York Otological Society, held 
November 28, 1922, the following obituary of the Society’s first 
president, Dr. Albert H. Buck, was ordered to be incorporated in 
the minutes and also to be submitted to the medical journals for 
publication. 

There are comparatively few perhaps, who read this brief sketch, 
who will recall a courteous, kindly gentleman, whose smile was re- 
assuring and whose countenance instilled a confidence in the strength 
and the will to give aid to one in need; a scrupulously honest, lova- 
ble man—one of the grand old men of medicine—Dr. Albert H. 
Buck, who has just passed on. 

He was born in New York City, October 20, 1842, the son of 
Dr. Gurdon Buck, one of America’s noted surgeons, and died in 
the eighty-first year of his age at Cornwall, New York, November 
16, 1922. Switzerland, his mother’s native country and where he 
received:a part of his early education, remained throughout his life 
the Mecca to which all roads led whenever it was feasible for 
him to travel. He was an Alumnus of Yale College, class of 
‘64; of the College of Physicians and Surgeons, class of ’67 
of the New York Hospital. 

After his interneship in New York Hospital, he went abroad 
and in Germany and Austria, under Politzer and others, devoted 


, and 


his entire time to the study of the ear and its diseases. After his 
return to New York City, his indefatigable labors resulted in the 
early recognition of his ability and skill. He was made an Aural 
Surgeon in the New York Eye and Ear Infirmary in 1872, and 
after half a century death severed his connection with the Insti- 
tution as a Consulting Aural Surgeon. For a number of years he 
was Consulting Aurist to the Presbyterian Hospital; Lecturer and 
later Professor of Otology in the College of Physicians and Sur- 
geons, Medical Department of Columbia University. He was the 
fourth President of the American Otological Society, being pre- 
ceded in office by Drs. Henry D. Noyes, D. Bb. St. John Roosa 
and Clarence J. Blake, and was the first President of the New 
York Otological Society. 

Dr. Buck’s literary tastes and linguistic knowledge were em- 
ployed in the editing of the voluminous and epoch-making medical 








works of the American Edition of “Ziemssen’s Cyclopedia of the 
Practice of Medicine,” XX Volumes, 1874; the “Reference Hand- 
book of the Medical Sciences,” VIII Volumes, 1st Edition 1887, 
2nd Edition 1900; the “American Practice of Surgery,” VIII Vol- 
umes, 1908; also the American Translation of Stricker’s “Manual 
of Histology,” 1 Volume, 1872; and “Hygiene and Public Health,” 
II Volumes, 1879. These were apart from his many contributions 
on Otological problems in the Medical Journals. His work on 
“Diseases of the Ear” was peculiarly the individual results of his 
own observation and study, the third and last edition was published 
in 1898. 

After retiring from the practice of Otology his virile mind de- 
manded occupation and so, after much research in the libraries of 
this country and those abroad, Dr. Buck gave to the world in 1917 
a most entertaining and instructive book, “The Growth of Medicine 
from the Earliest Times to About 1800;” it was the first work 
published by the Yale University Press on the Williams Memorial 
Publication Fund, and in 1920, in the seventy-eighth year of his 
life, he completed his labors with “The Dawn of Modern Medicine,” 
also published under the auspices of the Williams Memorial Pub- 
lication Fund by the Yale Press. 

His modesty and reticence were so marked that to the many he 
was unknown, but fortunate were those who could claim the friend- 
ship of this true and lovable man. Many, many will be benefitted 
because he lived and worked as befitted a man of science. 

(Signed) Rosert Lewis, M.D., F.A.C.S.; 
Epwarp B. Dencu, M.D., F.A.C.S. 














MENIER (DE DECAZEVILLE) 
(1876-1922) 


In the death of M. Menier of Decazeville, France has lost her 
foremost oto-laryngological linguist. 

Born at Bordeaux in 1876, he studied there and passed his thesis 
the 26th of April, 1901. Locating himself at Decazeville, he prac- 
ticed at the same time and with equal distinction, Oto-Rhino-Laryn- 
gology and Ophthalmology. In this little corner of France, in addi- 
tion to his labors as a practicing physician, he collaborated in the 





editorial work of numerous journals, French and foreign, and 
translated many important books, among which are the works of 
LaGrange, Axenfeld and Heiman. He had just finished the trans- 
lation of the treatise by Chevalier Jackson on Peroral Endoscopy 
and Laryngeal Surgery when he contracted the malady which car- 
ried him off. 

He contributed many important reviews to the medical press, 
more particularly to the Moniteur Medical, the Archives Inter- 





national de Chauveau and to l’Oto-Rhino-Laryngologie International 
de Chavanne, on the last of which he was Secretaire General de la 
Redaction. 


During the war, Menier was assigned first to an ambulance com- 
pany at the front, later in charge of the Section of Oto-Laryngology 
at Macon and finally he was sent to the Oto-Rhino-Laryngological 
Center at Dijon, where he served as Assistant to Cousteau, the 
chief of the center. While here he utilized his knowledge of for- 
eign languages in looking out for the wounded Italians and in 
acting as a liaison officer between his organization and the American 
Hospital in the same city. He was decorated, Chevalier de la Cau- 
ronne Royal, by the Italian Government in recognition of his serv- 
ices to the wounded Italian soldiers. 


Withal, Menier was a charming friend, devoted to his patients, 


avid in science and he lived a life of constant effort in the service 
of others. 


Not only France but the entire oto-laryngological world will miss 


him and mourn, for in the passing of a spirit such as his, we have 
ail suffered a loss. 





